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® DURATION OF TUBERCULOSIS THERAPY 


Q. What are the criteria for discharging a pa- 
tient with tuberculosis from a sanatorium? Is it 
necessary that negative results be obtained from 
cultures and animal inoculation tests of gastric 
contents? There seems to be a trend toward re- 
ducing the period of isolation if results of sputum 
tests are negative. I would appreciate your 
comments. 


M.D.—Michigan 


A. These questions are difficult to answer brief- 
ly. In general, the duration of sanatorium treat- 
ment will depend on: 

1. The extent of the original disease; the dura- 
tion of treatment will be shortest when the dis- 
ease is minimal and longest when it is far- 
advanced. 

2. Control of symptoms and absence of roent- 
genographic evidence of growth of lesions. 

3. Closure of cavities, either spontaneously or 
by resection, if feasible. 

4. Repeatedly negative results of cultures and 
guinea pig inoculation tests of sputum or gastric 
contents. 

5. Favorable home conditions and good pa- 
tient cooperation. 

6. Availability of adequate follow-up treat- 
ment and examinations, including long-term 
chemotherapy. 

The duration of therapy for tuberculosis in a 
sanatorium has been reduced approximately 50 
per cent during the past decade, with end results 
far superior to those of previous years. Adequate 
and prolonged chemotherapy has been primarily 
responsible, and pulmonary resection has been 
helpful in selected cases. 


westlons 


answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


@ RUBELLA AND FETAL ANOMALIES 


Q. A patient who is now in her first trimester 
of pregnancy had an authenticated case of Ger- 
man measles approximately 13 days after con- 
ception. At this stage the fertilized ovum is hardly 
differentiated. Would the possibility of the de- 
velopment of fetal abnormalities in this case be 
the same as, more than, or less than it would be 
if rubella had occurred later in the first trimester ? 

What is the currently accepted incidence of 
fetal abnormalities following rubella in the first 
trimester of pregnancy? What is the value of 
gamma globulin in preventing fetal deformities 
when it is administered after the rash occurs in 
rubella? 


M.D.—New York 


A. Under the circumstances described, the pos- 
sibility of fetal anomalies can be expected to be 
greater than if rubella had occurred later in the 
first trimester. The consensus is that the inci- 
dence of fetal deformities following rubella in 
the first trimester is approximately 20 per cent: 
the earlier it occurs in the first trimester, the 
higher is the incidence of fetal anomalies. 

There is little evidence that gamma globulin 
given after the rash occurs does anything to pre- 
vent fetal abnormalities. 

Additional details can be found in two excel- 
lent recent articles: Siegel, M. and Greenberg, 
M.: Fetal death, malformation and prematurity 
after maternal rubella: Results of a prospective 
study, 1949-1958. New England J. Med. 262:389, 
1960; and Jeffcoate, T. N. A.: Indications for 
therapeutic abortion. Brit. M. J. 1:581 (February 
27) 1960. 


(Continued on page A-20) 
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Your Questions Answered 


© HYPOTHERMIA AND ANEMIA 


Q. A two and a half year old child has had 
hypothermia (35° C.) with weakness, diaphoresis 
and slight cyanosis at night for approximately 
two weeks. He is 3 ft. tall and weighs 29 lb. 
Physical examination shows only redness of the 
pharynx and pallor of the buccal and conjunc- 
tival mucosa. Laboratory tests reveal 2,740,000 
erythrocytes per cubic millimeter, 13,150 leuko- 
cytes, four sickle cells, 40 segmented neutrophils, 
54. lymphocytes, two eosinophils, and 25 per cent 
packed erythrocytes. The hemoglobin measures 
9 gm. per cent (54 per cent) and glucose is 160 
mg. per cent. Tests on the urine and feces give 
normal results, and culture of the blood shows 
no growth. There is no indication of malaria. 

The patient had German measles and frequent 
colds and coughing during the first year. Con- 
stipation was present until he was 18 months old. 
For five days, he had coryza, fever and some 
wheals on the face, for which he received tetra- 
cyclines and CHLOR-TRIMETON®. His mother is 
anemic and has bronchial asthma, and his three 
older brothers have had frequent attacks of 
tonsillitis. 

What treatment would you suggest? 

.D.—Nicaragua 


A. From the information given, the following 
conclusions can be made. This boy is approxi- 
mately average in height and weight (fiftieth 
percentile) for his age, which presumably indi- 
cates that he has no congenital systemic disease 
(cardiac, renal, etc.). Hypothermia, weakness, 
sweating and slight cyanosis suggest early mani- 
festations of shock, bacteremia or toxemia. The 
presence of four sickle cells, without any indica- 
tion that a sickle-cell preparation was done, and 
anemia suggests the possibility of sickle-cell dis- 
ease. The symptomatology could represent mani- 
festations of sickle-cell crises. When there is a 
history of constipation and marked anemia, hy- 
pothyroidism always should be suspected. 

Until the diagnosis is more clearly established, 
any treatment is likely to be futile. The patient 
should be examined for the possible presence of 
a systemic infection or sickle-cell disease, and it 
should be determined whether or not the thyroid 
is functioning normally. Even though cultures 
are negative, pyemia with myocarditis may be 
present. If facilities for definitive diagnosis are 
not available, the probable value of a whole 
blood transfusion should be considered. 


© RADIATION AND FETAL ANOMALIES 


Q. A 30 year old woman who always had men- 
struated regularly complained of bloody urine 
and pain over the hypogastrium. These symp- 
toms appeared two days before the onset of 
menstruation and persisted for several days. In- 
travenous pyelography was suggested, and 10 
roentgenograms of the genitourinary tract were 
made; five of them were centered on the urinary 
bladder. The patient did not menstruate after 
this; two months later pregnancy was confirmed. 

If the patient had been pregnant for several 
weeks when the roentgenograms were made, is it 
probable that the radiation will affect the fetus? 

M.D.—Philippines 


A. The earlier in pregnancy that an embryo is 
exposed to noxious influences, the greater is the 
percentage of congenital malformations. This is 
certainly true when rubella occurs during the 
course of pregnancy, and it presumably is true 
in the event of exposure to radiation. I would be 
inclined to think that the chance for congenital 
malformation in this case is fully 50 per cent. 


© PAIN IN SPINAL CORD DISEASE 


Q. A 67 year old woman underwent expiora- 
tory surgery two years ago for a tumor of the 
spinal cord. The diagnosis was sclerosis of the 
spinal cord. She now has severe burning pain in 
both legs. All medication, including narcotics 
and tranquilizers used in combination, has been 
ineffective. What other sort of treatment would 
you suggest? 


M.D.—New York 


A. When drug therapy fails to relieve pain in 
spinal cord disease, a surgical procedure is indi- 
cated. The choice lies between chordotomy, which 
tends to relieve pain, and prefrontal lobotomy, 
which tends to relieve suffering or the emotional 
component associated with pain and disability. 
Chordotomy would aggravate any sphincteric 
difficulties now present in the patient, and it is 
unlikely that this procedure would relieve suffer- 
ing or eliminate reliance on narcotics. I believe 
lobotomy offers a better prognosis. The opera- 
tion would have to be so extensive that some 
undesirable personality changes would occur, but 
at this patient’s age they should be of tolerable 
proportions. 
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Why Detect Diabetes? 


FREDERICK C. GOETZ 


University of Minnesota Medical School, Minneapolis 


The ready availability of simple but accurate 
means of detecting glucose in urine, especially 
the glucose oxidase test strips, has led to increas- 
ing attempts, usually on a city-wide or state-wide 
basis, to screen populations for the presence of 
undetected diabetes mellitus. In this month’s 
column, Dr. Goetz attempts to answer the ques- 
tion of whether or not such procedures are worth 
the effort that is required, which, of course, is 
considerable. 

Dr. Goetz, assistant professor of medicine, 
University of Minnesota Medical School, has been 
in charge of the Diabetic Clinic for a number of 
years. Since 1956, he has taken charge of the 
annual diabetes detection campaign, conducted 
under the auspices of the Twin Cities Diabetes 
Association.—Ellis S. Benson, M.D. 


Wuen diabetes mellitus produces obvious 
symptoms, they are usually enough to bring 
the patient to the doctor and to lead to diag- 
nosis of the condition within a short time. 


*Direectoe of Hospital Laboratories and Associate Professor of Clinical 
Medicine and of Pathology, University of Minnesota Medical School, 
Mi lis, Mi 


Diabetes may exist for 
long periods, however, 
without causing any 
symptoms at all, and it 
is now abundantly clear 
that even in asympto- 
matic form the condi- 
tion may gradually 
produce degenerative 
changes of both large 
and small caliber in 
blood vessels. Further- 
more, some cases of 
asymptomatic diabetes eventually may change 
in character, with the development of un- 
pleasant and possibly serious acute symp- 
toms. Since this form of diabetes is not 
uncommon, concern over its undesirable ef- 
fects has led in the last 10 years to increasing- 
ly active efforts to detect the unknown, asymp- 
tomatic diabetic person. It seems worthwhile 
to examine some of the assumptions under- 
lying widespread detection campaigns for dia- 
(Continued on page A-26) 
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Laboratory Notes 


betes and to consider the likelihood that the 
goals of such campaigns can be achieved. 

Is the actual prevalence of diabetes great 
enough to justify vigorous campaigns to dis- 
cover unknown cases? Detection programs de- 
pending on voluntary cooperation by the pub- 
lic actually cannot give valid figures on the 
true prevalence of the condition, since persons 
who already have a special interest in diabetes 
are more likely to take advantage of the public 
program than are others. A few reasonably 
successful attempts have been made to study 
thoroughly an unbiased population sample, for 
example, the entire population of a small town. 
Such a study in Oxford, Massachusetts,’ in- 
dicates that about 1 per cent of the American 
population may be assumed to be known dia- 
betics and another 1 per cent to be undetected 
diabetics. In a city of one million, there are 
10,000 known and 10,000 unknown diabetics. 
These figures actually may be somewhat con- 
servative, since there is still disagreement 
about classification of “borderline,” “predia- 
betic” and “subdiabetic” cases, in which only 
a number of years of observation can settle 
the diagnosis. In any case, the number of 
cases potentially detectable seems well worth 
considering. 

What returns may be expected in an actual 
campaign? In voluntary campaigns in which 
a urine sugar test is used, public response is 
highly variable and depends in no small part 
on the effectiveness of local publicity cam- 
paigns. The campaign seeks to obtain the co- 
operation of the public not only in picking 
up detection tests from distributing centers 
but also in taking them home, following direc- 
tions, and returning them to the detection cen- 
ter. It may be expected that somewhere be- 
tween 5 and 25 per cent of tests distributed 
will be returned to the detection center for 
processing. Between 5 and 6 per cent of the 
tests returned will show positive results for 
sugar. Results in recent detection campaigns 
in Minneapolis and St. Paul, using a modified 
glucose tolerance test to follow up positive 
results from urine tests, indicate that about 
half the people showing positive results to 
urine sugar tests will be found to have normal 
blood sugar values, and about half will have 


blood sugar values which either are clearly 
diabetic or are borderline diabetic. If 100,- 
000 tests are distributed, somewhere between 
125 and 625 probable or definite cases of dia- 
betes may be discovered. 

The dollar cost of such campaigns is diffi- 
cult to estimate, since a great deal of the work 
is done by unpaid volunteers. Using the con- 
servative figure of 10 cents per test, distrib- 
uted as the over-all cost of a detection cam- 
paign, one arrives at a figure of from $15 to 
$75 expended per case of diabetes discovered. 
Perhaps one cannot put personal health di- 
rectly into dollars, but there is little doubt 
that diabetes detection is a costly process at 
rates such as these. Furthermore, those con- 
ducting most public detection campaigns must 
content themselves with notifying the subject 
and his doctor of the positive results of the 
urine test and leaving the rest of the matter 
up to them. Certainly, a good many lay per- 
sons and physicians make only cursory efforts 
to follow up the significance of positive results 
of a urine sugar test. 

One is forced to ask a further question: If 
diabetes is discovered, can anything really 
effective be done either to alter the course of 
the disease itself or to prevent the later de- 
velopment of serious complications? There is 
no firm evidence at hand that early adminis- 
tration of insulin will ameliorate the course 
of diabetes or will prevent prediabetes from 
developing into obvious diabetes. There is 
even less evidence that the orally administered 
hypoglycemic agents can accomplish these 
things. The evidence regarding prevention of 
peripheral vascular disease and diabetic neu- 
ropathy, nephrosis and retinopathy also must 
be judged equivocal. One cannot at the present 
time tell a patient with complete honesty that 
the blood vessel changes of diabetes can be 
prevented with certainty by treatment avail- 
able today. 

Some other measures, however, have stood 
the test of time and have real value for the 
asymptomatic diabetic. Important among these 
is the knowledge that control of body weight 
is indeed an effective measure in reducing 
hyperglycemia and its symptoms more or less 

(Continued on page A-28) 
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Topical hydrocortisone provides symptomatic 
relief of edema, pain and photophobia, and 
curbs neovascularization, while polymyxin B 
and neomycin eradicate most pathogens invad- 
ing the eye, including Pseudomonas. 


brand 


Each cc. contains: 

‘Aerosporin’® brand Polymyxin B Sulfate 10,000 Units 
Neomycin Sulfate .............. in 5 mg. 
Hydrocertisone (1%) ............... 10 mg. 


Indicated in bacterial, allergic, vernal and phlyctenular 
conjunctivitis; blepharitis; episcleritis; iritis; anterior 
uveitis; interstitial, sclerosing, postoperative or acne 
rosacea keratitis; chemical and thermal burns of the 
cornea. 

Application: Apply 1 or 2 drops in the affected eye 
every 3 or 4 hours, depending upon the severity of the 
condition. In acute conditions, the drops may be used 
at more frequent intervals, if required. 

Caution: Not recommended for herpes corneae (den- 
dritic corneal ulcers) or conditions involving the poste- 
rior segment of the eye. 

Available in bottles of 5 cc. with sterile dropper. 


BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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on.a Tablet of Quinidine Sulfate 
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the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
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(Davies, Rose) on his prescriptions 
for Tablets.Quinidine Sulfate, he is 


; assured that this “quality” tablet ‘i, 
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Rx Tablets Quinidine Sulfate Natural “i 

0.2 Gram (or 3 grains) ae 
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Laboratory Notes 


permanently. This is important knowledge for 
the diabetic subject and for his family, in 
whom the likelihood of diabetes is great. In 
addition, although vascular disease may not 
be prevented, much disability and grief con- 
sequent to it can be avoided through knowl- 
edge of simple prophylactic measures. Instruc- 
tions on hygienic foot care and warnings 
against the dangers of hot water and of hot- 
water bottles applied to the feet may be even 
more important than dietary control for the 
asymptomatic diabetic. 

It is very likely, although difficult to prove, 
that there is also a large unseen dividend in 
diabetes detection campaigns. I refer to the 
increased awareness of diabetes by the general 
public. It is quite possible that many persons 
who do not take the trouble to mail a urine 
test kit to the detection center nevertheless, 
because the campaign has brought them an 
awareness of the hazards of diabetes, are 
moved to have a checkup with the family 
physician or, perhaps because they already 
have mild symptoms of hyperglycemia, are 
moved to do something about them instead of 
delaying further. 

All in all, it appears that public diabetes 
detection campaigns are costly ventures if cal- 
culated in terms of the individual case dis- 
covered. We must admit, too, that certain 
features of diabetes cannot with any certainty 
be prevented even if the condition is known. 
At the same time certain simple yet highly 
effective measures for preventing symptoms 
and serious disability are well known, and 
these are very effective if they can be brought 
to the patient’s attention in time. Such bene- 
fits as these are potentially very great and 
cannot be completely calculated in dollars. 
This consideration, plus the additional value 
of increased public knowledge of diabetes and 
familiarity with it, appears to justify the con- 
tinuation of public detection campaigns for 
diabetes. 
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What’s happening in Medicine 


POSTGRADUATE MEDICINE’S REPORT of late news of interest to practicing physicians 


ANTIBLOTIC HAZARDS IN THE NEWBORN 


American Academy of Pediatrics: 

@ Use of surface area or body weight as a basis for estimating the dosage 
of drugs to be given to infants may lead to erroneous conclusions. It is be- 
coming more apparent that certain enzymes necessary for the conjugation of 
drugs are relatively inactive in the liver and kidney of the very young animal. 
Research has shown that formation of glucuronides and sulfates is effectively 
diminished in the infant. Further investigation is necessary to determine a 
modus operandi for administering drugs to infants—-Dr. Norman Kretchmer, 
Stanford University School of Medicine, Stanford-San Francisco. 

@ Thrombosis of the renal vessels secondary to omphalitis can be treated 
only hopefully with anticoagulants and chemotherapy. Surgery may help. Masses 
in the abdomen must be considered to be Wilms’s tumors until proved otherwise 
by pyelograms or exploration. Children born with a deficiency of abdominal 
musculature usually have an accompanying severe obstruction, dilation and 
infection of the urinary tract. A neurogenic bladder must be assumed to accom- 
pany meningoceles or neurologic deficits of the legs—Dr. John K. Lattimer, 
Columbia University College of Physicians and Surgeons, New York. 


TREATMENT OF PULMONARY BURNS 
International Congress on Research in Burns: 

@ Tracheostomy, plus enzymes in aerosol form, was used in 200 patients 
who had pulmonary or inhalation burns complicating their surface lesions. The 
salvage rate was 60 per cent in superficial second-degree lesions of the trachea, 
30 per cent in deep second-degree lesions of the trachea with minimal involve- 
ment of the main bronchi, and extremely low in either deeper or more extensive 


pulmonary involvement——Dr. James F. Connell, Jr., St. Vincent’s Hospital, 
New York. 


UsE OF EMERGENCY ROOM INCREASES 


American Hospital Association: 

@ A survey of 330 hospitals showed that in the last 15 years emergency 
services have been broadened to cover a wide variety of medical, surgical, 
pediatric and even psychiatric problems. The volume of visits to emergency 
rooms has increased 400 to 600 per cent over prewar levels.—Dr. James R. 
McCarroll, Cornell University Medical College, New York. 
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What's Happening in Medicine 


ROUTINE CHEST SURVEY SUPPORTED 
American Roentgen Ray Society: 

@ While cognizant of medical concern over radiation exposure, it cannot 
be too strongly emphasized that the yield of suspected active tuberculosis 
among patients examined roentgenographically on admission to general hos- 
pitals will be four to eight times higher than that detected by community surveys 
of the general population. One exception is worthy of mention. The diagnostic 
yield in pediatric hospitals is so low that prudence indicates the use of the 
tuberculin test—Dr. George T. Wohl, Philadelphia. 

@ Patients with extensive malignancy throughout the body are living with 
their disease in perfect comfort. In many cases, there is a family relationship 
that provides a happy home and sustains the patient in his desire to get well 
and live as normal a life as possible. On occasion, under such circumstances the 
good response to therapy is claimed a real triumph. At present one does not 
know how to evaluate the influence of a happy home life on the course of 
disease—Dr. Eugene P. Pendergrass, Philadelphia. 


HOMOTRANSPLANTATION OF CANINE HEART 
American College of Surgeons: 

@ In a series of eight consecutive orthotropic homotransplantations of the 
canine heart, five of the recipient animals lived from 6 to 21 days. Observations 
suggest that if the immunologic mechanisms of the host were prevented from 
destroying the graft, it probably would continue to function adequately for 
the lifetime of the animal.—Dr. Richard R. Lower, Stanford University School 
of Medicine, Stanford-San Francisco. 

@ Thio-TEPA (triethylenethiophosphoramide) has significantly decreased 
the probability of recurrence in cancer surgery. Ninety-five per cent of pre- 
menopausal patients were recurrence-free 26 months postoperatively, as com- 
pared with 45 per cent of the control group. In postmenopausal patients, the 
figures were 89 per cent and 66 per cent, respectively—Dr. George E. Moore, 
Roswell Park Memorial Institute, Buffalo, N.Y. 

@ Uremia appears early in patients with cancer of the breast and hyper- 
calcemia. It is reversible with hydration and correction of hypokaliemia, hypo- 
natremia and hypercalcemia. It is important to distinguish the reversible con- 
dition from terminal malignant cachexia. The physician can be misled if 
accurate serum determinations are not available. Hypercalcemia is manifested 
clinically by anorexia, nausea, vomiting, constipation, abdominal pain, hypos- 
thenuria, nocturia and thirst—-Dr. Arthur N. Thomas, University of California 

School of Medicine, Berkeley-San Francisco. 


FICIENCY OF STETHOSCOPES 
American Heart Association: 

@ Tests of 33 stethoscopes in current use revealed that three-fourths of 
them were down 7 db. or more in efficiency of sound transmission in comparison 
with one of good design. Some were down 12 db. Only about one-third of those 
tested could be considered adequate for cardiac examination. An average im- 
provement of more than 300 per cent was achieved by shortening the stetho- 
scopes to an over-all length of 20 in., replacing soft or thin-walled rubber with 
plastic tubing having a ;*; in. internal diameter, and eliminating leaks at the 
earpieces and chestpieces——Dr. Dale Groom, Charleston, S. C. 

@ A study shows that buffered potassium penicillin G, benzathine penicil- 
lin G and phenoxymethylpenicillin, each given daily as a 200,000 unit tablet, 
are equally effective in streptococcal prophylaxis—Dr. Chloe G. Alexson, 

Rochester, N. Y. 


PUSTGRADUATE MEDICINE 


| 
4 
% 
an 
{ 
‘ 
¥ 


{ 


combining 
Esidrix’ 

with 
Serpasil’ 
improves 
control 
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The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. = This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down —often to lower levels than can be achieved with 


single-drug therapy. Complete information sent on request. 


Schematic 
diagram illustrates 
constrictive effect 
of fluids and salt 
on vascular wall. 
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Mathematics of Motherhood, Part | 


MAN’S LAW OF PATERNITY V. 
NATURE’S LAW OF GESTATION 


IRWIN N. PERR* 


Fairhill Psychiatric Hospital, Cleveland 


Editorial Comment | 


The physician became involved with law first 
as an expert witness. And the first expert witness 
in a common law court was a physician. The 
original case in the common law which gave birth 
to the expert medical witness occurred in 1619 
and involved the issue of paternity and gestation. 
In Alsop v. Bowtrell, Crokes Repts. 541 (17 Jac. 
1) an action of ejectment from realty was 
brought. The question for the jury to decide was 
whether a man dying March 23, 1610, could be 
the father of his wife’s child born January 5, 
1611 (a period of 40 weeks, nine days). To aid 
the jury, the court admitted evidence by two 
“doctors of physic.” Their testimony was cap- 
suled as: “The usual time for a woman to go 
with child was nine months and 10 days, viz., 
menses solares, that is 30 days to the month, and 
not menses lunares, and that by reason of the 
want of strength in the woman or the child, or 
by reason of ill usage, she might be a longer 
time, viz., to the end of 10 months, or more; 


*Clinical Director, Fairhill Psychiatric Hospital, Cleveland, Ohio. 


and so both ancient and modern authors and ex- 
perience proves . . . that a perfect birth may be 
at seven months, according to the strength of 
the mother, or the child himself, which is as long 
before the time of the proper birth and by the 
reason it may be as long deferred by accident, 
which is commonly occasioned by infirmities of 
the body, or passions of the mind.” 

The verdict of legitimacy of the child was 
based on this medical testimony. On appeal the 
court upheld the verdict recognizing an earlier 
English case where a birth 11 months after the 
husband’s death was held to be legitimate. In a 
contemporary French case where a period of 14 
months passed after the husband’s death, the 
child was considered to be legitimate. 

Nearly three and a half centuries have passed 
since this original case. Paternity and gestation 
remain a medicolegal issue as Dr. Perr so graphi- 
cally portrays in this and next month’s columns. 


—Oliver Schroeder, Jr.7 


+Director, Law-Medicine Center and Professor of Law, Western Re- 
serve University, Cleveland, Ohio; Postcrapuate Mepicine’s Editor 
for Forensic Medicine. 


(Continued on page A-44) 
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Remission in 82%; relief in 92%. So reports an investigator who recently 
studied ANTivert in dizziness. After studying 50 patients, Scal concluded that 
“Those with Meniere’s syndrome who were given the preparation [ANTIVERT] 
in the early stages of this condition, reported prompt improvement in the relief 
of dizziness, headaches and tinnitus.’"! 

ANTIVERT Combines meclizine (12.5 mg.) with nicotinic acid (50 mg.). Prescribe 
one ANTIVERT tablet before each meal for relief of Meniere’s syndrome, arterio- 
sclerotic vertigo, labyrinthitis, and vertigo of nonspecific origin. 

Supplied: In bottles of 100 blue-and-white scored tablets. Prescription only. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


Antivert 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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nutritional problems of aging... NEOBON™ capsules 
five-factor geriatric supplement 


| | 
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I The Cleveland Press for October 10, 1958, 
this rather humorous and provocative news 
release was printed: 


Chicago (UPI)—A Superior Court Judge 
consulted a book on medical curiosities yester- 
day and ruled that a child can be born to a 
husband and wife 15 months after they have 
separated. 

Judge Harry G. Hershenson said a 15 month 
pregnancy is possible—medically and legally. 

He ordered Elmer Richter, 26, a gas station 
attendant, to pay $15 a week support for a 
child born to his wife, Patricia, 15 months 
after they separated. 

That’s how long Richter claimed they were 
separated. His wife said it was only seven 
months. She was granted a divorce. 

The time lag really didn’t matter because 
Richter’s attorney agreed with the judge that 
a baby can be born as much as 20 months 
after conception. 

The judge said a book entitled “Anomalies 
and Curiosities of Medicine,” tells of preg- 
nancy periods lasting more than 15 months. 

“We acknowledge paternity because there is 
that possibility,” said Richter’s attorney. 


Not long ago, I heard that a friend whose 
husband had died 15 months previously had 
had a baby—this, the friend had explained, 
was the result of a process known as “delayed 
conception,” obviously an innovation de- 
veloped by laymen in order to cover a multi- 
tude of sins. 

In the movie version of “Stalag 17,” one 
of the prisoners, long separated from his wife, 
receives a letter congratulating him on be- 
coming a father. Periodically throughout the 
picture, the scene shifts to the puzzled father, 
who, with unconvincing repetition, mumbles, 
“T believe it. I believe it.” 

Necessity in these cases mothers more than 
invention. The question of paternity and pro- 
longed pregnancy is one of pertinent interest 
to the public, to the law, and to the medical 
profession. As can be seen, it is a subject that 
is sometimes intriguing, sometimes humorous 
and, unfortunately, sometimes tragic. 


Some Historical Notes 


A few comments are in order concerning 
the quoting of old books (in law courts or 
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otherwise), often in a 
context alien to the sub- 
ject matter. The book 
“Anomalies and Curi- 
osities of Medicine” 
is a gold mine of odd 
pieces of information 
and misinformation; it 
is a compilation of re- 
ports dating back to 
antiquity. However, it 
does not attempt to 
evaluate or substantiate such “history,” but 
merely records it. As a book of science, it 
would be grievously mislabeled; as a book of 
medical history, it is well worth reading; but 
its use in a law court is as questionable as 
some of its contents. The book, published in 
1937, reports a case from a textbook? printed 
in 1864. Not only was the 1864 volume ap- 
parently misquoted, but it, in turn, was quot- 
ing a book written earlier by Dewees,* author 
of an often reprinted textbook. In any event, 
to utilize a medical book written in the early 
1800s as a medicolegal authority in 1958 is, 
to say the least, a questionable practice. 

These articles are limited to the discussion 
of pregnancy resulting in a viable fetus, since 
retention of a dead fetus does occur some- 
times. When such a fetus calcifies (a litho- 
pedion), remnants of the fetus may be found 
years later on postmortem examination of the 
woman. Thus, cases have been reported in 
which the dead fetus has been retained for as 
long as 28, 48 and even 60 years. 

In discussing prolonged pregnancy, “Anoma- 
lies and Curiosities of Medicine” illustrates 
the genesis of some reports which have be- 
come sanctified by the passage of time. 


IRWIN N. PERR 


The question of retardation of labor, like 
that of premature birth, is open to much dis- 
cussion, and authorities differ as to the limit 
of protraction with viability. Aulus Gellius 
says that, after a long conversation with physi- 
cians and wise men, the Emperor Adrian de- 
cided in a case before him, that of a woman of 
chaste manners and irreproachable character, 
the child born eleven months after her hus- 
band’s death was legitimate. Under the Roman 


(Continued on page A-46) 
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law, the Decemviri established that a woman 
may bear a viable child at the tenth month of 
pregnancy. Paulus Zacchias, physician to Pope 
Innocent X, declared that birth may be re- 
tarded to the tenth month, and sometimes to a 
longer period. A case was decided in the 
Supreme Court of Friesland, a province in the 
northern part of the Netherlands, October, 
1634, in which a child born three hundred and 
thirty-three days after the death of [the] hus- 
band was pronounced legitimate. The Parlia- 
ment of Paris was gallant enough to come to 
the rescue of a widow and save her reputation 
by declaring that a child born after a fourteen 
months’ gestation was legitimate. Bartholinus 
speaks of an unmarried woman at Leipzig who 
was delivered after a pregnancy of sixteen 
months. The civil code of France provides that 
three hundred days shall constitute the longest 
period of legitimacy of an infant; the Scottish 
law, three hundred days; and the Prussian law, 
three hundred and one days. 


This same book reports an “incredible” 
case of three years’ gestation from the “His- 
toire de l’Academie des Sciences.” Another 
reference* from the seventeenth century quotes 
an earlier author who related a 23 month preg- 
nancy. “Aventium [reported] one after two 
years; and Mercurialis, a birth after a four 
years’ gestation which is, of course, beyond 
belief.” Thormeau (Tours, 1580) and San- 
torini (Venice, 1721) report 23 month preg- 
nancies. As time went along, reports became 
less fantastic. Thus, in the seventeenth and 
eighteenth centuries, there were reports of five 
12 month pregnancies, one 14 month preg- 
nancy, and one 19 month pregnancy, and the 
nineteenth century could report only rather 
undramatic pregnancies of 308, 319, 332 and 
336 days with only one of 420 days to pro- 
vide much comment. 

Other reports in the eighteenth and nine- 
teenth centuries mention pregnancies of 11 
(four), 12 (three), 13 (one), 15 (two), 17 
(one) and 18 (one) months. Many of these 
were retained dead fetuses. 

For practical purposes, this material is only 
of historical interest. Certainly, in view of the 
millions of births since the turn of the century, 
more current scientific appraisals can be 
obtained. 
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Attitude of the Law 
Toward Prolonged Pregnancy 


Gestation or pregnancy is the period from 
conception to birth (including the slight pe- 
riod for implantation of the fertilized ovum). 
Since the moment of conception is difficult 
to measure, various standards are used; these 
will be discussed in the section dealing with 
medical comments. Because of the short fer- 
tility span of human spermatozoa, conception 
usually occurs within one day of coitus. 

Gestation, in the courts, has been described 
in various manners. In Dazey v. Dazey,> the 
court stated: 


The word “gestation” is defined by the dic- 
tionary as being the period of time in which 
a woman carries a fetus in her womb, from 
conception to birth. But as used in all medical 
authorities, this phrase does not mean the ac- 
tual number of days from conception to birth. 
One cannot take the date of birth as a starting 
point and count backwards so many days and 
say that a child was conceived on any particu- 
lar date and even within limitations of as much 
as sixty days. The average period of “gesta- 
tion” which the medical term connotes is from 
270 to 290 days from the last menstrual period 
of the mother. As a medico-legal term, this 
phrase does not mean now nor has it ever 
meant that “length of gestation” is from the 
date of conception to the date of birth of a 
child. The actual duration of pregnancy is not 
yet known, but ordinarily 280 days, or 10 
lunar months, elapse between the commence- 
ment of the last menstrual flow and the onset 
of labor, though a considerable number of 
children are born shortly before or after the 
expiration of that period. 


As the problem faces the law courts, the 
key point is the possibility of a pregnancy 
initiated at a specific last date available for 
intercourse, in which case the time element 
becomes the essential medical consideration. 
Entering into this consideration is the atti- 
tude of the law toward paternity. One of the 
strongest presumptions in law is that a child 
born in wedlock is legitimate; it is the policy 
of the law to favor the legitimacy of children 
if it may fairly be done. This well-entrenched 

(Continued on page A-48) 
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rule has been reiterated in a vast number of 
cases and was an essential factor in literally 
hundreds of cases dating from World War II, 
where separation of husband and wife resulted 
from the necessities of war. The law will even, 
at times, go so far as to presume a former 
marriage to make a child legitimate.® The law 
will declare a child illegitimate only when the 
necessity is blatant and to do otherwise would 
be grossly unfair. 

The presumption of legitimacy may be over- 
come under certain circumstances, although 
clear and convincing proof is necessary to 
establish illegitimacy.‘ The presumption of 
legitimacy can be encountered by evidence 
that the husband was entirely absent at the 
period during which the child must, in the 
course of nature, have been begotten; or only 
present under such circumstances as would 
afford clear and satisfactory proof that there 
was no sexual intercourse.* In addition to im- 
potence and absence of the husband, conclu- 
sive presumption of legitimacy resulting from 
marital relationship may be overcome by evi- 
dence of sterility which can be determined. 

The presumption may also be rebutted by 
clear and convincing evidence that there was 
no sexual intercourse between the husband 
and wife during the time in which the child 
must have been conceived.®'® Thus, in an 
Ohio case" where a plaintiff in a bastardy 
proceeding had been divorced only six months 
before a child was born to her, testimony as 
to the impossibility of intercourse between the 
plaintiff and her former husband within the 
period of possible conception was admissible. 
Nonetheless, the courts will strain the laws 
of nature or the factual evidence presented 
in order to maintain legitimacy. In Williams 
v. Moon (98 Cal. App. 2nd 214, 1950), 
“where the husband had access to his wife 
during the crucial period although the parties 
were separated, a child born less than six 
months after the interlocutory divorce decree 
was entered for the wife must be conclusively 
presumed to be legitimate, notwithstanding 
that the wife, during the crucial period, had 
intercourse with a third person.” Even proof 
of a wife’s adultery while cohabiting with her 
husband cannot overcome the presumption of 
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legitimacy in the offspring.’ The burden 
of proof is on the one alleging illegitimacy of 
the child.’ 

It is readily apparent that the question of 
length of pregnancy can enter into the legal 
determination of many cases, i.e., in paternity 
proceedings, disposition of estates, divorce, 
separation, adultery proceedings, and even in 
rape cases. During World War II, with its 
numerous separations, births at variable pe- 
riods following such separation initiated much 
litigation. The same holds true when children 
are born after divorce, separation of the par- 
ents, death of the husband, or when there is 
supposed sterility on the part of the husband 
or illness rendering him impotent. Yet, in 
all these cases, the result is determined by a 
judicial decision on length of pregnancy. 


Legal Opinions on Normal 
Length of Gestation 


In Dazey v. Dazey’ already quoted, the 
court measured the period of gestation uti- 
lizing the beginning of the last menstrual pe- 
riod. This is used as a reference for lawyers 
as it is included in “Words and Phrases,” 
where it is also stated that the “period of 
gestation” may be safely stated as a general 
proposition at from 252 to 285 days. Some 
courts have taken judicial notice of supposed 
norms while others refuse to do so. For in- 
stance, one court'’ has said, “A court may 
take judicial notice that the period of human 
gestation is about 280 days or nine calendar 
months”; a second’® said, “Courts judicially 
notice the ordinary period of gestation; but 
such period is subject to many exceptions, and 
neither the mean nor the extremes of such 
period are so commonly and precisely known 
as to permit judicial notice”; while a third® 
has declared, “The Court of Appeals would 
take judicial notice of what medical science 
has determined to be the normal periods of 
gestation and will consult medical books for 
that purpose.” Another court’ said that the 
minimal period of gestation is 240 days; aver- 
age 273 days, and maximum, 300 days. 

While many European nations set limits on 
the alleged length of pregnancy by statute, 

(Continued on page A-50) 
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English and American courts utilize all pos- 
sible information in making a decision instead 
of being bound by an arbitrary number. Thus, 
considering length of time alone, opinions 
vary widely. 

In Goss v. Forman’® a child was born on 
January 3, 1885. The mother had left her 
husband’s house on April 4, 1884. The mother 
testified that she had had sexual intercourse 
with her husband on April 3, 1884. The hus- 
band was afflicted with “Bright’s disease and 
dropsy” from November 1883 until his death. 
His attendant physician testified that he could 
not have had sexual intercourse after January 
1884, owing to his swollen condition. His 
physician visited him on March 31 and April 
8, 1884, and frequently before and after those 
dates, and found him growing worse constant- 
ly. The nurse who was with him night and 
day testified that his swelling did not abate 
between March 31 and April 8, and that he 
did not have sexual intercourse with his wife 
on April 3 nor at any time for several months 
before. The wife had had sexual intercourse 
with another man on April 4, 1884, and sev- 
eral times thereafter. It was held that the child 
was illegitimate. 

Courts will often rule that an alleged preg- 
nancy of so many days does not overcome the 
presumption of legitimacy. Courts have al- 
lowed alleged pregnancies of 313 days after 
conception, 299 days, 301 days, 313 days, 320 
days, 321 days, 324 days and 336 days. On 
the other hand, courts have ruled contrariwise 
in consideration of the following alleged 
lengths of pregnancy: one year, 322 days, 
more than 10 months, 321 days, 320 days, 
316 days, 310 days, 307 days, 305 days, and 
304 days. 

A New York court accepted as legitimate a 
pregnancy of 355 days,"® while in the Preston- 
Jones peerage case in England*® the husband 
sued for divorce on the grounds of adultery, 
the date of last coitus necessitating a preg- 
nancy of 360 days if legitimacy were to be 
upheld. After the divorce courts dismissed the 
husband’s case, he went through two rehear- 
ings before finally being granted a divorce. 

Thus, considerable variation is found as to 
the time allowed for duration of pregnancy 


in contrast to the definitiveness found in 
Europe, with the 300 day rule generally fol- 
lowed in Scotland, France, Switzerland and 
Italy. English and American flexibility does 
allow for evaluating other evidence, which is 
most important in making a decision; for in- 
stance, known adultery might be an important 
consideration. The number of pregnancies 
lasting 300 days from conception (not from 
the last menstrual period) is assuredly less 
than 1 per cent. If there were no coitus with 
the husband within 300 days and if there were 
definite evidence of adulterous relations, then 
the mathematical presumption would be far 
greater than 100 to 1 in favor of illegitimacy. 
The mathematics will be amplified in next 
month’s article. 
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National Defense Medical Center (NDMC) 
THE CHINESE ARMY MEDICAL SCHOOL IN TAIWAN 


PAUL C. HODGES* 


Taiwan has three medical schools, two in 
Taipei and one in Kaohsiung, and in the six 
months of my visiting professorship I came 
to know all of them and to form warm friend- 
ships among the faculties of all three. 
Taita in Taipei is the busy, well-staffed 
medical school of the large and excellent 
National Taiwan University, and Takau in 
Kaohsiung is a lusty young medical school 
aspiring to become a university. Both types 
of institutions are known in America, so most 
of us find these two schools easy to under- 
stand, but the situation is quite different in 
the case of Taipei’s second medical school, 
NDMC. It is the medical school of the Chinese 
army, and since we have nothing like it in 
America, its status has caused no little con- 
fusion among private and governmental Amer- 
ican agencies concerned with the medical 
needs of Free China. It is the hope of dis- 
pelling some of this confusion that has led 
me to emphasize the problems of this most 
unusual school and to say relatively little of 
its more conventional sister institutions. 
Our American armed service “medical 


*Emeritus Professor and Chairman, Department of Radiology, Uni- 
versity of Chicago, Chicago, Illinois. 
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schools” are postgraduate facilities which re- 
ceive officer-physicians who have been edu- 
cated in civilian institutions and give them 
additional training of a technical military na- 
ture. They utilize military hospitals for any 
clinical phases of that training, and such 
schools and hospitals are as completely “serv- 
ice” as a battleship or a tank corps and equal- 
ly dependent on military financing. Personal- 
ly, I consider it wise but, whether wise or not, 
it is a fact that in Taiwan the situation is quite 
different. NDMC operates a conventional 
school for physicians (nurses, dentists, etc., 
as well), annually contributes about a third 
of the nation’s new physicians and, if it did 
not train these men, would have to draft them 
from among the graduates of the other two 
schools. Instead, it not only produces its own 
physicians, but after 10 years of service (four 
years for nurses) returns many of them to 
civilian practice. It has two teaching hospitals, 
the Army First General Hospital in Taipei, 
which treats not only soldiers but also con- 
siderable numbers of dependents, and the ex- 
cellent new Veterans General Hospital in 
suburban Shih Pai, which was built with 
American funds. 
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This blurring of boundaries between mili- 
tary and civilian medicine strangely enough 
would not be confusing to a Russian and was 
one of the most interesting phases of those 
fragments of Russian medicine I was able to 
observe in the summer of 1959. In these two 
countries, so far apart in political ideology, 
similar factors have been at work in medicine. 
In both countries, a people retreating seem- 
ingly endlessly before a remorseless enemy 
advance found “total war” more than a mere 
oratorical expression and “total medicine” an 
inevitable corollary. In both countries, al- 
though the military situation has changed, the 
concept of the essential oneness of all phases 
of medicine has survived to some extent, and 
in Taiwan its survival is aided by the fact 
that the entire island is an armed camp in 
which a small but important fraction bears 
the arms and a much larger fraction, though 
ununiformed, contributes more or less directly 
to defense. 

Some Chinese military administrators, 
schooled in American thinking, are disturbed 
at the thought of loading onto defense budgets 
items concerned with teaching and research, 
and many American administrators of civilian 
educational funds question the wisdom or even 
the legality of using civilian funds to support 
activities in a “military” institution. Fortu- 
nately, most Chinese and American authorities 
who have firsthand knowledge of the back- 
ground and present functioning of NDMC 
recognize that it not only performs a frankly 
military service but in addition is an impor- 
tant and integral part with the two other 
schools in medical activities of all sorts in 
Taiwan; knowing this, they realize that neither 
it nor its teaching hospitals can or should 
exactly fit American army patterns. Our 
“Dean’s Committee” veterans’ hospitals have 
demonstrated the possibilities and advantages 
of cooperation between civilian medical 
schools and veterans’ facilities. 


Origins and Individual Characteristics 
of the Three Schools 


All three schools are young because only 
14 years have elapsed since the departure of 
the Japanese, but two of them have roots which 
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have been developing for over half a century. 

Taita, the largest and best financed of the 
three, was established in 1946 as the succes- 
sor to the Imperial Japanese Medical School, 
which in turn had grown out of the Taiwan 
Government Medical School started in 1900. 
Under the leadership of Dean Huo-yao Wei 
(figure 1) and his colleague in surgery and 
hospital administration, Dr. Tien-cheng Kao, 
buildings and equipment have been added and 
improved, faculty expanded, curriculums over- 
hauled and standards raised, until the school 
of 1960 must bear little resemblance to the 
one inherited from the Japanese in 1946. The 
best of Japanese medicine is very good in- 
deed, and many of the older members of the 
present faculty were educated in Japan, but 
Taita today holds up its mirror increasingly 
to America and Europe. The nonclinical teach- 
ing is conducted on its own campus near a 
complex of numerous two-storied buildings 
and one four-storied building which house 
clinical departments, outpatient clinics, and a 
hospital of more than 800 beds. 

Takau, the youngest, sprouted de novo in 
Kaohsiung in October 1954,’ owing its exist- 
ence largely to the enthusiasm and drive of 
its founder and present dean, Dr. Tsungming 
Tu (figure 2). Beginning with a six year course 
and 61 students in 1954 and lengthening the 
course to seven years in 1957, the school has 
only recently begun to turn out graduates. It 
is, of course, too early to judge the quality of 
the product or the wisdom and probable suc- 
cess of the entire project. One has only to 
visit Kaohsiung, however, to sense the en- 
thusiastic local pride in Dean Tu and the 
faculty that has been attracted by his mag- 
netic personality. The physical plant, how- 
ever, is quite another matter, and large 
amounts of money will be required to bring 
buildings and equipment into anything like 
parity with Taita and NDMC. Not the least 
important of Takau’s contributions to the 
medicine of Free China is the opening it pro- 
vides for young teachers of potential but un- 
proved ability who, tiring of the long wait 
for advancement to senior posts at the two 
older institutions, might otherwise be lost to 
academic medicine. 
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Established in Shanghai in 1947? and trans- 
ferred to Taiwan in 1949, NDMC has main- 
land roots in the Chinese Empire and the 
Chinese Republic as direct and at least as old 
as Taita’s roots in Japanese Formosa. 

In addition to faculties in dentistry, nurs- 
ing, pharmacy, medical engineering, and what 
is called political and physical education here 
but probably with us would be termed person- 
nel work, NDMC has a medical faculty of 
about 110, 54 of whom have studied abroad. 
A score formerly were students or teachers 
at the Peking Union Medical College (PUMC) 
(figure 3), and many more are students of 
PUMC graduates who went from Peking to 
serve on the faculties of other mainland medi- 
cal schools,*:* 


Students 


There are produced annually some 70 phy- 
sicians plus 150 nurses, dentists, pharmacists, 
blood bank technicians and other paramedical 
personnel, and as soon as graduates have com- 
pleted their army service they are in great 
demand for civilian posts. In addition to meet- 
ing educational prerequisites, all types of stu- 
dents must pass oral and written entrance 
examinations and a physical examination; 
once admitted they are provided with free 
tuition, board, lodging, necessary educational 
supplies, and a small monthly stipend. 

A decade ago much of Taita’s teaching was 
in Japanese, German and Taiwanese dialect, 
whereas NDMC then as now used Mandarin 
and English, and these language differences 
strongly influenced the nature of the student 
bodies at the two institutions. Today both 
schools use Mandarin and English. The sons 
and daughters of parents who can afford to 
support them and pay their tuition usually 
elect to study at institutions such as Taita 
where no obligation for military service is as- 
sumed beyond the two years required of all 
male citizens, and students from low-income 
families predominate at NDMC. This does not 
have the implication it would have with us, 
however, because here military personnel, 
other government employees, and professional 
men and women employed by institutions have 
to get along on incomes lower than those 
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earned by many pedicab operators. Low in- 
comes are not restricted to “mainlanders” by 
any means, but since title to most of the pri- 
vately owned land is held by “Taiwanese,” 
family wealth is more common among them. 
“Overseas Chinese” from Singapore and other 
parts of East Asia send many of their sons to 
NDMC. Of this year’s enrollment of 130 such 
students, almost all pay tuition, etc., receive 
no stipend, and assume no obligation for mili- 
tary service after graduation. Academic com- 
petition is so keen that admission to either 
institution requires unusual ability and sound 
educational background. After teaching un- 
dergraduates at both schools for five months, 
I am of the opinion that native ability, basic 
education, industry and intellectual curiosity 
are about the same in the two groups. 


NDMC’s Teaching Hospitals 


In the sixth year of their course, some of 
the medical students go for their internships 
to the army general hospitals in Tainan, Kaoh- 
siung or Taichung or to the Navy General 
Hospital or Air Force General Hospital in 
Taipei. The remainder serve their internships 
in the Army First General Hospital in Taipei 
or the Veterans General Hospital in one of 
the nearby suburbs, and all of the bedside 
clinical instruction is done in the two latter 
institutions, where the various medical and 
surgical services are in charge of the heads 
of similar departments at NDMC. The faculty 
hopes that the medical school eventually may 
acquire its own teaching hospital constructed 
on the present campus in close proximity to all 
other phases of the teaching, but a very large 
amount of money would be required for this. 
In view of the increasing pressure for land 
near the center of the city and in spite of the 
large investment that has been made in the 
existing educational plant, it seems to me that 
the time may come when a better plan would 
be to rebuild the medical school adjacent to 
the magnificent Veterans General Hospital. 


Army First General Hospital 


This 300 bed institution is housed in old, 
incompletely modernized Japanese army hos- 
pital buildings some miles distant from both 
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FicuRE 1. Dr. H. Y. Wei, pediatrician and respected and 
quietly efficient dean of Taita, medical college of Na- 
tional Taiwan University. 


FIGURE 2. Dr. Tsungming Tu, former dean of Taita and 
founder and present dean of Takau in Kaohsiung. Dr. 
Tu is also a pharmacologist, a student of the medical 
history of Taiwan, and a gifted calligrapher. 


FIGURE 3. Lieutenant General C. T. 
Loo, director, and Major General 
T. M. P’eng, deputy director, Na- 
tional Defense Medical Center 
(NDMC), affectionately known as 
“Dick” and “T. M.,” with Dr. 
Hodges at entrance of microbi- 
ology building. Dick Loo, who 
stands on Dr. Hodges’ right, is 
concurrently director of the Tai- 
wan Veterans General Hospital 
(TVGH). 
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the NDMC and the Veterans General Hospital. 
According to the tables of organization, it is 
just one of several such hospitals on the island, 
but Surgeon General Yang (figure 4) and 
senior American officers in our MAAG organ- 
ization (Military Assistance Advisory Group) 


recognize that it does not and cannot fit into 


the conventional category and eventually must 
be accorded a status similar to that enjoyed 
by our own Walter Reed Army Hospital in 
Washington. Even the best of the army general 
hospitals elsewhere on the island attempt no 
radiation therapy of neoplasm and are not 
equipped for many of the more exacting sur- 
gical procedures. In an area as small as this 
and provided with such excellent ambulance, 
truck, bus, rail and air transport, patients, 
physicians and taxpayers all benefit by the 
surgeon general’s ruling that patients needing 
such procedures be brought to Taipei. On the 
other hand, the concentration of such work at 
the Army First General Hospital as well as the 
teaching of undergraduate medical students 
there make for special problems in the matter 
of budgets for personnel, equipment and sup- 
plies, problems which should be faced square- 
ly and not looked on as instances of irrespon- 
sible failure to follow protocol. 


Center Clinic 


Adjacent to the Army First General Hos- 
pital stands the Center Clinic which serves 


FIGURE 5. Taiwan Veterans General 
Hospital. Built with American 
funds from the International Coop- 
eration Agency (ICA) and dedi- 
cated on November 1, 1959, this 
institution is one of NDMC’s teach- 
ing hospitals and will be the site 
of its program of graduate instruc- 
tion in radiation therapy. 
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FIGURE 4. Lieutenant General W. T. Yang, surgeon 
general of the Chinese army. General Yang is a gradu- 
ate of Peking Union Medical College and has a com- 
mand which ranges from Kinmen (Quemoy) to the 
Pescadores and throughout the main island. 


the dual purpose of providing diagnostic and 
therapeutic facilities for patients not entitled 
to army medical care and those who, though 
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FIGURE 7. The American Bureau 
for Medical Aid to China, Inc. 
(ABMAC) village. Ten of these 
four-family units are nearing com- 
pletion on the NDMC campus. Of 
many important contributions by 
ABMAC, none have been such im- 
portant stimulants to faculty mo- 
rale as these 40 beautifully planned 
little apartments. They are to be 
assigned to younger members of 
the staff at nominal rentals to 
defray a portion of operating costs. 
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FIGURE 6. Dedication of the Taiwan Veterans General Hos- 
pital, November 1, 1959. From left to right: General C. 
K. Chiang, chairman, Vocational Assistance Commission 
for Retired Servicemen; Lieutenant General C. T. Loo, 
director, TVGH; Mr. Chen Cheng, vice-president, Repub- 
lic of China. 


FicuRE 8. Microbiology building, 
provided by ICA and equipped by 
ICA, ABMAC and the China Medi- 
cal Board of New York, Inc. 
(CMB). 
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FIGURE 9. Library stacks. A new 
building, gift of CMB. View look- 
ing northeast from second floor 
of microbiology building. 


FIGURE 11. View to the south from 
roof of microbiology building. Un- 
der construction by ICA, basic 
science hall, and in the distance, 
animal house, given by CMB. 
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FIGURE 10. View looking east from 
roof of microbiology building. In 
the foreground, swimming pool, 
and beyond, building shared by 
nursing and social medicine. The 
building was remodeled by ICA 
and equipped by CMB. At the 
left, anatomy, pharmacy and audio- 
visual education building, and in 
the distance, boys’ dormitory and 
student lounge, all provided by 
the ICA. 


} 
4 
im 
Ass 
a, — 
A-63 


Radiology for Practicing Physicians 


entitled to it, prefer to be paying patients and 
are. able to afford the modest Center Clinic 
fees. In addition, it performs the highly im- 
portant function of allowing senior members 
of the clinical staff to augment their meager 
army salaries. 

Part of the clinic income maintains the 
plant and pays its nonprofessional staff, and 
the net profits are used for several purposes. 
A small portion supports NDMC preclinical 
departments and the maintenance of the 
NDMC plant, and a larger portion is divided 
among members of the clinical staff. Impor- 
tant as this added income is, total individual 
incomes are small by our standards, and ex- 
perienced surgeons who in America would be 
in the upper income tax brackets here cannot 
afford to carry adequate life insurance or own 
automobiles. 


Veterans General Hospital 


A more distant but potentially more valu- 
able facility for undergraduate medical in- 
struction is the 600 bed Taiwan Veterans 
General Hospital,’ located in the suburb of 
Shih Pai approximately 74% mi. north of 
Taipei (figure 5). This magnificent plant, con- 
structed with ICA funds and opened approxi- 
mately a year ago, is immeasurably finer than 
any other medical installation in Free China. 
It was built at a gratifyingly small cost per 
cubic foot and per bed and is being main- 
tained for the most part admirably. General 
Ching-kuo Chiang (figure 6), director of the 
entire Vocational Assistance Commission for 
Retired Servicemen, of which this hospital 
and 10 others are a part, was convinced by 
his professional advisers that even the best 
of hospitals are made still better when they 
engage in teaching and research. He has given 
cordial and effective support to NDMC ac- 
tivities in this, the most important medical 
phase of his entire agency, and to implement 
the cooperation has appointed Lieutenant 
General C. T. Loo (figure 3), director of 
NDMC, to serve concurrently as director of 
the Veterans General Hospital. Here, as at 
Army First General Hospital, the chiefs of 
the clinical departments at NDMC serve as 
chiefs of service. Veterans have first call on 


hospital facilities, but as teaching and investi- 
gation are expanded, for example, in such 
areas as radiation therapy, it will be necessary 
to have women and children patients as well. 
As far as possible they will be accommodated 
in space not immediately needed for veterans, 
but eventually it may be necessary to provide 
other nearby hospitals specifically earmarked 
for nonveteran patients. In midsummer 1960 
the American armed services selected ground 
adjacent to the Veterans General Hospital for 
its new 50 bed naval hospital for American 
military personnel, and, as additional Chinese 
civilian hospitals are needed, this relatively 
open country has obvious advantages over the 
densely crowded central portions of the city. 


Faculty Housing 


While the housing shortage is vastly less 
serious here than in Russia, it is real. Tai- 
wanese landlords have revamped old houses 
and constructed new ones for rental to Ameri- 
cans and Europeans, and several American 
agencies construct or rent housing for assign- 
ment to their personnel, but construction costs 
and rents of such property are beyond the 
means of most members of the NDMC staff. 
They are quartered wherever they can find 
space at prices within their means, some living 
in ancient quonset huts in the NDMC com- 
pound, others in small buildings previously 
owned by Japanese, and the younger mem- 
bers who at present are most pressed are look- 
ing forward to the time when a battery of 
small two-story apartment buildings provided 
by the American Bureau for Medical Aid to 
China, Inc. will be ready for them to occupy 
(figure 7). 


Financing of NDMC 


Over the past decade, American expendi- 
tures for direct and indirect military aid have 
been very large, but most of this goes for 
“hardware,” as of course it should, and of 
the small portion earmarked for medicine, 
most is needed for the immediate medical care 
of troops. The normal budget for NDMC’s 
salaries and expenses comes from funds pro- 
vided by the office of the surgeon general, but 
the school’s activity and usefulness would be 
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greatly reduced if it had no other source of 
income. Over the years NDMC has been helped 
enormously by substantial contributions from 
ICA, CMB (the China Medical Board of New 
York, Inc.), the National Federation of Busi- 
ness and Professional Women’s Clubs, and AB- 
MAC (American Bureau for Medical Aid to 
China, Inc.), which have financed special 
buildings (figures 8 to 11), equipment, sup- 
plies, visiting professorships and fellowships, 
the latter amounting to 83 for the entire medi- 
cal and nonmedical faculties during the past 
nine years. 

NDMC has a dual identity which is perhaps 
without counterpart in the West, and it is 
entitled to recognition of that fact. It conducts 
an excellent grade of teaching for a large body 
of students, all of whom are aiding the na- 
tion’s general medical program by removing 
a potential draft of the graduates of other 
schools and many of whom will aid the civilian 
program even more directly after completing 
army service. It is about to engage on a pro- 
gram of graduate education in radiation ther- 
apy and this bassin together with the re- 


search certain to accompany it, will stimulate 
graduate teaching and research in other parts 
of the school. It is my hope that American 
civilian organizations engaged in supporting 
medical education in Taiwan in the future 
will be more willing to consider NDMC’s 
needs in the light of its civilian implications 
and less prone to class it as a military activity, 
no doubt important to the army but having 
questionable claims on civilian support. 


REFERENCES 


1. Tu, T.: The development of medical education in 
Formosa. In symposium on History of Medicine and 
Medical Education given at the Fifteenth General 
Assembly of the Japanese Medical Congress, April 
1, 1959. 

2. National Defense Medical Center Bulletin No. 2. 
Shanghai, June 15, 1947. 

3. Loo, C. T., P’enc, T. M. and Ma, C. C.: Military 
medical education in Taiwan. J. M. Educ. 34:780- 
784 (August) 1959. 

4. Ten Years in Taiwan (1949-1959). National Defense 
Medical Center Report, January 6, 1960. 

5. The Taiwan Veterans General Hospital Booklet. 
Issued by that institution, November 1, 1959. 

6. Table of organization of the executive Yuan. In 
Directory of Taiwan. Taipei, Taiwan, China News, 
1960. 


TRIPLE-ACTION 
GERIATRIC 


TONIC 


OFFSETS NUTRITIONAL DEFICIENCY 


(New) 1 small capsule ¢ every morning 


™ ENHANCES WELL-BEING 
AIDS METABOLISM 
(R) 


Geriatric Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. ¢ Methyl 
Testosterone 2.5 mg. * d-Amphetamine — 2.5 mg. ¢ Vitamin 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units « 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- 
flavin (B,) 5 mg. © Niacinamide 15 mg. ¢ Pyridoxine HC! (B,) 
0.5 mg. © Calcium Pantothenate 5 mg. « Choline Bitartrate 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 


December 1960 


50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ©« Vitamin E 
(Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. « 
Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
(as Kl) 0.1 mg. * Calcium (as CaHPO,) 35 mg. * Phosphorus (as 
27 mg. Fluorine (as CaF.) 0.1 Copper (as CuO 
Potassium K,SO,) 5 mg. Manganese (as MnO 

g. Zinc (as ZnO) Magnesium 1 mg. Boron 

Na,B,07.10H,0) 0.1 otties of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


A-65 


i- i 
th 
d 
S, 
le 
d 
0 
d 
r A 
n 
e 
e 
S 
1 
5 
a 
| 


flow as.a consequence of a — > 
severe nasalcongestion, 


URSINUS 


Photo shows use of electroni 
rhinograph, a new technique t 
measure air flow and response tt 
decongestant therapy, using samé 
subject as control. 


SMITH-DORSE Y — a division of The WANDER COMPANY, LINCOLN, NEBRASKA 


POSTGRADUATE MEDICINE 


ON TEXAS INSTRUMENTS INCORPORATED, HOUSTON, TE) 
| 
| 


tronics 
que 
nse tt 
sams 


PSYCHOSOMATIC MEDICINE—Third of a Series 


Kmotional Problems of Marriage 


N. Q. BRILL* 


University of California School of Medicine, Los Angeles 


Introductory Comment 


This article is, in my opinion, an extraordinary 
contribution to the literature on problems of neu- 
rotic interaction in marriage. The author dis- 
cusses the deeper dynamics of personality and 
interpersonal communication with a brevity and 
easy flow of “common-sense” language that are 
quite admirable. The article is not only compre- 
hensive and meaningful, but also readable and 
interesting. I am particularly struck by his sim- 
ple discussion of the complexities of neurotic 
expectation and the process of disillusionment so 
often noted in deteriorating marriages. The 
article warrants a prominent position on the 
basic reading list for anyone—psychiatrist or lay 
counselor, minister or general practitioner—who 
occasionally finds himself in a treatment or ad- 
visory relationship with troubled married 


couples.—Franklin G. Ebaugh, M.D.7 


Tue fact that marriage causes so many peo- 
ple unhappiness rather than the happiness they 
expect from it would suggest it is a rather 
complicated affair and one for which individ- 
uals are not generally prepared except by the 
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prejudiced advice of 
family and friends or 
the attitudes they ab- 
sorb from intimate ob- 
servation of their own 
parents. It is amazing 
sf how often the simple 
av” 4 fe fact that all marriages 

Ay are characterized by 
problems of adjustment 
N. Q. BRILL is not known and how 
often there is the ex- 
pectation that marriage will be just one pro- 
longed romance. How often there is the expec- 
tation that someone will change after marriage, 
when experience has shown that personalities 
normally do not change except as a result of 
prolonged effort and professional help. 


Divorce 


The extent to which marriage causes un- 
happiness is thought to be increasing, but 
this may not be so. The divorce rate seems 
to be increasing at an alarming rate. In 1900 
there was one divorce for every 250 marriages 
that existed in this country, while in 1945 
the rate was one divorce for every 60 mar- 
riages. The incidence is undoubtedly higher 
now. Stated another way, from 1887 to 1945 
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the total population increased two and one- 
third times while the number of divorces in- 
creased 18 times. This may not reflect an 
increase in unhappy marriages but rather may 
be a result of the greater ease with which 
people who are unhappily married may get 
divorces. In the past when divorce was not 
socially acceptable, many people suffered 
through life in unhappy marriages because 
there was no alternative. Today it is likely 
that many marriages end in divorce that for- 
merly would have been continued. If there 
were no easy way out, couples would face the 
necessity of working through their problems. 

Some people believe that many of the di- 
vorces today are merely accomplishing the 
reshuffling of marriages which only a rela- 
tively few years ago occurred through earlier 
death. They believe the divorce rate has in- 
creased largely because of the increased life 
expectancy in the middle years. According to 
Kubie, “Longevity has now exposed for study 
the fact that the human race has never been 
mature enough for enduring marriages, a fact 
which used to be obscured by early deaths. 
Just as the statistics for cancer and heart dis- 
ease have risen as we survive into the age 
period for these illnesses, so our divorce statis- 
tics are up because we live longer. . . . Un- 
happy marriages which used to be terminated 
by death are now exposed by the lengthening 
of life expectancy.”* 

Others attribute the increase in divorces to 
the increased expectations people have of mar- 
riage today as compared with 50 years ago. 
The increased freedom that women enjoy, the 
greater opportunity for self-support, the in- 
creased life expectancy and availability of 
community support for needy persons, social 
security, the decline in religious authority and 
greater utilization of civil authority as a guide 
to behavior, the greater emphasis society it- 
self places on fair and considerate treatment 
of women, and the change in social attitude 
toward divorce—all contribute to a higher 
expectation from marriage and an unwilling- 
ness to accept situations that fall far short of 
expectations. 

The emphasis placed on romantic love in 
our culture is believed to be another factor 
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related to increasing divorce rates. Romantic 
love tends to govern the male’s courtship 
behavior. Montague” suggested that “during 
this period he behaves much like the adoring 
lover described by the twelfth-century trouba- 
dours. But after marriage, the male—because 
he has never been culturally conditioned to it 
—cannot maintain the role of romantic lover, 
and the wife’s disillusionment at the change 
in him is one of the causes of marital dissatis- 
faction.” Such gross disillusionment does not 
occur, of course, in other cultures where a 
dutiful relation is expected or where mar- 
riages are arranged by parents. 

According to Montague, “the social mobil- 
ity that is characteristic of our own culture 
is another source of tension in marriage. In 
our culture more than in any other, individ- 
uals marry outside their social class and often 
find adjustment to the customs and values 
of the spouse’s class difficult, repugnant, or 
impossible.” In addition, he points out that 
“horizontal social mobility—that is, the move- 
ment of individuals geographically and occu- 
pationally without change in socio-economic 
level—tends to produce marriages with part- 
ners outside one’s own regional, ethnic or 
racial group—a practice virtually unheard of 
and socially prohibited in nonliterate societies. 
That differences between partners of such 
exogamous marriages contribute to marital 
instability is corroborated by considerable 
empirical data. A common example of neu- 
rotically motivated inter-marriage is the mar- 
riage of an individual who feels rejected by 
his own group to a spouse belonging to a 
group that is considered in some way inferior. 
Often, too, exogamous marriages are simply 
neurotic manifestations of defiance towards 
parents or kinship group. . . . Perhaps one 
reason for the instability of exogamous mar- 
riages is that they lack the stabilizing influ- 
ence of the tribe or kinship group. Marriage 
in nonliterate societies involves not only the 
two spouses but also the extended family 
groups of each one of them. The multiplicity 
of inter-relationships of each spouse with the 
other’s kinship group promotes a stability that 
is often entirely lacking in the marriage of 
two essentially family-less individuals.” 
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Montague believes that “the premium placed 
upon youthfulness and physical beauty is an- 
other peculiarity of our culture that can make 
for difficulties in marriage.” He suspects that 
“many men seem to make a marriage choice 
largely on the basis of being able to display 
their wives” and claims that “marriage on the 
basis of physical attractiveness has had such 
disastrous consequences that society has been 
forced to permit the dissolution of such unions 
by making divorce more easily possible.” 

But even today the divorce rate is only one 
part of the entire picture of marital dishar- 
mony and discord. There are many marriages 
which exist only in name and many that are 
characterized by continuing mutual dislike or 
hatred and in which any real interest that 
may have been present has disappeared or 
has been focused elsewhere. 

With greater sexual freedom today, one 
might wonder if the increasing divorce rate 
is the result of an increase in marital in- 
fidelity. Infidelity in itself is rarely a cause 
of divorce. When it is a manifestation of a 
disturbed relationship (and in such instances 
it is apt to be overt), it may be pointed to as 
the reason, whereas it is as often the excuse 
to sever a relationship that was tenuous to 
begin with. Where good relationships exist be- 
tween husband and wife, an indiscretion rarely 
causes a marital breakup. Infidelity practiced 
openly is often a way of demonstrating anger 
toward a partner or an emotional withdrawal 
that can approach overt contempt for the en- 
tire marriage. 


Causes of Marital Malad justment 
and Failure 


Men and women supposedly are “made for 
each other.” They have the potential for giv- 
ing each other great happiness. Why, then, do 
they have so much trouble getting along, espe- 
cially when they are married? A cartoon in 
the New Yorker magazine some years ago, 
showing a bride and groom standing at the 
altar, epitomized the problem in many cases 
by demonstrating the unrealistic expectations 
which are never fulfilled; the bride had visions 
of her husband bringing breakfast to her in 
bed, and the groom was dreaming of having 
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breakfast brought to him in bed by his wife. 

Articles in popular magazines attribute 
marital difficulty or failure to such things 
as fights over money, in-law trouble, drinking, 
infidelity and nagging. Husbands complain 
that their wives are not affectionate, are selfish 
and inconsiderate, complain too much, object 
to time spent with hobbies, are poor house- 
keepers or managers of the home and children. 
Wives most often complain that their hus- 
bands are selfish, inconsiderate, unsuccessful 
in their business, untruthful, too touchy, and 
not interested in the home and the children. 
One sees that many of the complaints are 
identical on both sides, and it is not unusual 
to see a man and wife who both voice the 
same complaints about their spouse. These 
reasons for marital discord are superficial ones 
rather than the real reasons which most people 
would find difficult to put into words—if they 
knew them. 

Mother-in-law trouble, presence or absence 
of children, religious or educational differ- 
ences, alcoholism and sexual incompatibility 
are frequently given as causes of marital dis- 
cord or divorce. Certainly differences in back- 
ground and temperament will contribute their 
extra share of difficulty in marital adjustment. 

The age of the couple at the time of mar- 
riage is also a factor that shows up in statisti- 
cal studies. Youthful marriages (under 20 
years) are more apt to end in divorce, not 
just because of the couple’s age but because 
of the emotional immaturity that prompts 
youngsters who are self-willed, impulsive, im- 
patient and determined to have their way to 
get married before they are ready for mar- 
riage. The divorce rate for marriages of per- 
sons under 20 years of age is twice the rate 
for couples who marry at the age of 25 years. 

Contrary to what might be thought, the 
divorce rate is higher among persons with 
relatively little education than among those 
with more education, while the rate is lower 
in rural areas than in cities and lower in pe- 
riods of economic depression than in good 
times. The poor man, incidentally, is more 
apt to resort to desertion than divorce. 

Studies of successful and unsuccessful mar- 
riages show quite clearly that success occurs 
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much more often when parents of the couple 
were happily married, when the childhoods 
of the couple were happy, when they had no 
serious conflict with their mothers, and when 
the discipline to which they were exposed was 
firm but not harsh. Those who come from 
homes where a satisfactory relationship exist- 
ed between parents and children are good 
risks in marriage. They develop more of the 
desirable personality traits which make ad- 
justment to marriage less difficult. This does 
not mean that all children raised in unhappy 
homes are doomed to fail in their marriages. 
Some will put forth more effort in order to 
avoid the mistakes they witnessed their par- 
ents making. Nor does it mean that there are 
not failures among marriages of persons from 
happy homes. 

It has been found consistently that the most 
important factors affecting a marriage are the 
personalities of the two individuals and their 
attitudes toward marriage. It makes a differ- 
ence if they are mentally committed to a 
permanent union or have reservations or limi- 
tations regarding its permanency. It makes a 
big difference if a person marries for love and 
companionship or for social status, economic 
status, social expectancy or pressure, because 
of loneliness, or to escape from an unhappy 
home or demands or responsibilities felt to be 
excessive. 

When one examines the desires and per- 
sonality needs of both men and women in 
relation to marriage, one ordinarily finds that 
to some extent they both want someone to 
love them, someone to confide in, someone to 
respect their ideals and appreciate and stimu- 
late their ambitions, to understand their 
moods, and help them make decisions; they 
want someone to look up to (more in women 
than in men), to give them self-confidence, 
to appreciate them just as they are, to admire 
them and make them feel important, and to 
relieve loneliness. If one excludes the sexual 
element, how much this is like a child with 
a parent! 

While love is an essential ingredient for 
a marriage, it is not the only ingredient. Love, 
like the proverbial rock, can be worn away 
by the constant drip of frustration, misunder- 
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standing and antagonisms that so often de- 
velop. Unfortunately, in many instances the 
rosy future anticipated by most couples in 
love standing before the altar fades into a 
drab landscape when the battles for control 
and gratification are fought for a lifetime or 
until a more realistic truce is effected or the 
marriage destroyed. 

Marriage makes demands on an individual 
which are contrary to basic drives (particu- 
larly sexual drives) but consistent with the 
demands of society. How the individual meets 
these demands is intimately related to his 
basic personality, which in turn is intimately 
related to his early life experiences. Neurotic 
parents transmit their neurotic attitudes and 
fears to their children, and these will manifest 
themselves in their marriages without their 
knowing and in spite of the strongest resolve 
to avoid their parents’ mistakes. 

Even the selection of a marital partner is 
greatly influenced by these same childhood 
experiences. An individual makes unconscious 
comparisons with his own home, which he has 
accepted as a model, and may settle for less 
in a partner than will assure a good marriage; 
or he may seek something so different from 
his early home as to be unrealistic and neces- 
sarily disappointing. (It is interesting how 
many women whose fathers were alcoholic 
marry men who turn out to be alcoholic.) 

Young people are thought of as immature, 
but a great many older persons are just as 
immature if we judge them by their lack of 
flexibility, limited perspectives, continual 
search for romance, or the extent to which 
they are motivated by unrealistic expectations. 
The real person is seen only when lived with, 
with the social veneer removed, and even then 
he is sometimes not really known. How often 
people are surprised and puzzled when a friend 
whom they regard highly and consider “a 
wonderful person” is sued for divorce. The 
picture one presents in casual relationships is 
quite different from the one presented in the 
confines of the home. As a somewhat similar 
situation, one may cite the child who is con- 
genial, cooperative and lovable away from 
home but a monster at home. 

Fewer women today are content with an 
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exclusively domestic life, and men expect their 
wives to have such an interest primarily be- 
cause of their memories of their mothers. The 
woman who wishes to be independent and 
at the same time protected is apt to be dis- 
appointed. Her parents may have encouraged 
and been pleased by her independence, but 
her husband is apt to react against it. Or it 
may be that a woman must have a prominent 
and successful husband but not a busy one. 

Men and women are likely to have fixed 
notions about the rights and prerogatives of 
their sexes which may not coincide. For ex- 
ample, women may feel that they are not 
supposed to be as intelligent or logical or 
responsible as men. A woman will often re- 
sent the greater freedom of action of men, 
the greater responsibility she has in the day- 
to-day care and supervision of the children, 
her economic dependence on the man, her 
longer work day, and the fact that she is ex- 
pected to gratify her husband’s sexual needs. 
If she is educated and intelligent she may 
have personal ambitions that transcend being 
merely a housewife and may resent having 
to spend so much time with children and 
household chores. She expects her husband 
to be proud of her accomplishments in a job 
or career, as her parents may have been, and 
is unprepared for a dramatically opposite re- 
action from her husband, who wants her to be 
interested in him and in their home. On the 
other hand, ambitious men who dedicate them- 
selves to their jobs with the expectation that 
their wives (like their mothers) will be pleased 
with their conscientiousness and ambition are 
amazed to find their wives angry, lonely and 
frustrated and feeling neglected and unloved. 

A man who has preconceived attitudes 
about the role of a wife may find it difficult 
to understand his wife’s incomplete satisfac- 
tion with her role of mother and wife, a role 
she seemed so eager to undertake at the time 
of marriage. 

The most serious problems arise when in- 
dividuals seek to fulfill unfulfilled needs of 
childhood in marriage, expecting to get the 
attention, sacrifice and unearned devotion that 
traditionally have characterized the parent- 
child relationship but which were missing or 
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felt to be missing in childhood. As a result, 
men react to wives as if they were mothers 
or sisters, and women react to husbands as if 
they were fathers or brothers. 

A wife may recognize that her son is irri- 
table when tired or hungry, but when she sees 
the same signs in her husband when he comes 
home from work she does not see the little 
boy in him but a “nasty, mean” father rather 
than the loving one with whom she had hoped 
to play. A husband may see his little girl upset 
or angry and wanting to be petted, but when 
his wife manifests these signs he does not see 
the little girl but rather a mother who is dis- 
pleased with him and not appreciative of him. 

Sexual trouble is apt to be a good indica- 
tion of other difficulty. The average man can 
enjoy sexual gratification regardless of how 
other phases of the marriage are going. He 
may be at odds with his wife and yet desire 
coitus. The wife cannot understand this and 
often resents it. She feels she is little more 
than a prostitute. Wives still complain bitterly 
that husbands show affection only when in- 
terested in coitus (and sometimes not even 
then). To the wife, intercourse is much more 
apt to be the ultimate expression of love and 
to be possible only when she feels loving. The 
husband in turn may resent this. To him it 
appears that his wife withholds her response 
as revenge or retribution. 

Dr. Victor Eisenstein® said, “This neurotic 
interaction is aptly illustrated in Schopen- 
hauer’s fable of the freezing porcupines who 
huddled together for warmth, but were re- 
pelled by the sting of each other’s quills. Each 
time the need for warmth brought them to- 
gether, their mutual irritation began anew. 
And so the porcupines were continually being 
driven together and forced apart because of 
their physical needs. Similarly, the emotional 
reactions of human beings are intensified 
through intimacy and reciprocal influence so 
that the intervolving of marriage tends to com- 
plicate rather than solve the emotional prob- 
lems of the individual. Nevertheless, neurotic 
people can and do make good marriages, while 
many relatively healthy persons contract dis- 
cordant and unhappy unions. The course and 
outcome of a marriage are determined not 
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merely by the personality difficulties of each 
partner but by the way the two personalities 
interact.” 

Kubie' maintained that the sources of mari- 
tal discord are to be found in everyone, “in 
the discrepancies between their conscious and 
unconscious demands on each other and on 
the marriage, as these are expressed first in 
the choosing of a mate and then in the sub- 
sequent evolution of their relationship.” 

As an example, he tells of a young woman 
who had been left fatherless at an early age. 
“Over a number of years it was evident to 
all her friends, but not to herself, that she was 
driven by an obvious need to find in marriage 
a substitute father and an ally against her 
mother. She ran through a series of engage- 
ments with older men, and finally married one 
who was within a year or so of her father’s age 
only to discover that a substitute is never more 
than a substitute, and that in spite of the age 
discrepancy he wanted to be mothered as 
much as she wanted fathering. Since each felt 
cheated, they ended in a snarl of bitter 
recriminations.” 

Kubie also emphasized that the choice of 
a mate who looks like oneself or is a diametri- 
cally opposite type is not an accident. It de- 
pends on the balance of unconscious self-love 
and self-hate in each personality structure. 

An aggressive woman may marry a man 
to dominate him without realizing she is doing 
so. Kubie described one such woman. She was 
gentle and tender, “yet, because of childhood 
hurts at the hands of her older brothers, she 
had an inflexible hidden determination always 
to hold the upper hand in any relationship 
with any man. Unconsciously, she had always 
chosen friends on that basis. When she finally 
married, she and her husband found them- 
selves in a dilemma. He was not weak, but 
he was a sweet and kindly man, always eager 
to do things to please her. After marriage they 
gradually became aware of a change. Without 
her realizing it, her victory had become empty, 
and she became restless. Unwittingly, she was 
seeking new men to conquer. When he realized 
that she not only took his submissiveness for 
granted but scorned it, he reversed his role 
and stood up to her. This was equally intoler- 
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able to her. Soon the marriage was at the 
breaking point and they had to seek help.” 

Another woman described by Kubie had 
been left motherless at an early age and had 
mothered her two younger brothers and an 
older brother. “She hid all rivalry in this 
maternal quality. This made her lovable, but 
incapable of treating any man as an equal. 
Throughout her life men could never be any- 
thing to her except children, i.e., her young 
brothers. This determined her choice of a 
husband, and also in part the subsequent de- 
terioration of her marriage.” 

It is not uncommon for men repeatedly to 
choose alcoholic or frigid or unfaithful wives 
and for women repeatedly to choose brutal, 
alcoholic, impotent or unfaithful husbands. 
“Literature is full of tales of men who re- 
peatedly choose women who will hurt them, 
i.e., women who cannot love a man. This is 
always in the service of unconscious needs. 
For instance, in their marriages human beings 
may try (at times over and over again), with- 
out knowing it, to prove something about 
themselves that they themselves doubt obses- 
sively. Thus, men may try to prove that they 
can win love from an unloving mother or older 
sister, represented in the unloving wife they 
have chosen. Or they may have to prove their 
potency or that they are not physically repul- 
sive by overcoming the grim aloofness of a 
woman who is essentially hostile to all men.” 

The compulsive character of these uncon- 
scious needs to prove something is illustrated 
by the example of a man with unconscious 
doubts about his potency who cannot allay 
them by making love to the same woman all 
the time. “Success with one woman is not 
enough. It no longer seems to count. He won- 
ders whether he could succeed with anyone 
else, and ultimately his neurotic need to prove 
himself drives him into promiscuity. The same 
struggle with self-doubts has driven many a 
woman into a like path. Many a man with the 
reputation of being a Don Juan, many a 
woman who is known as a girl-about-town, is 
merely a poor unfortunate soul running like 
mad with the devil of self-doubt at his or her 
heels, finding momentary surcease through 
promiscuity.””* 
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Dr. Edith Jacobson* has described exam- 
ples of disturbed marriages wherein one part- 
ner becomes depressed and the complaints of 
the depressed partner very accurately and pre- 
cisely define the core of the marital problem. 
(This is not meant to imply that depression 
was the only way of responding to the prob- 
lem.) When such persons seek psychiatric 
help, their complaints usually are more justi- 
fied than may appear on the surface. For 
example, a professionally trained woman who 
sought help for a continuing depression 
blamed her condition on her husband, who 
was “childish and selfish.” She felt that her 
husband clung to her merely because he was 
weak and passive and that he had chosen her 
only because he admired her higher social 
background, better education, and earning ca- 
pacity. When he obtained a well-paying job 
himself, she felt he no longer needed her and 
wanted to be rid of her so he could marry 
some simple, stupid girl who would serve him 
and cook for him (as his mother had done). 
The husband denied all this and, in fact, made 
a great showing of concern for her, which 
failed to lift her depression. The woman ulti- 
mately committed suicide. Later, when the 
husband consulted a psychiatrist because of 
some sexual difficulties, he confessed that he 
had never really cared for his wife. He ad- 
mitted having chosen her because she was 
superior to him. While he admired her, he 
was unable to love her and live up to her 
high standards, and finally he confided that he 
was glad to be rid of her. He eventually mar- 
ried a simple girl with no intellectual interests 
who devoted herself to taking care of him— 
proving the accuracy of his first wife’s under- 
standing of him. 

In another case, a woman complained that 
her husband didn’t really love her, that he 
flirted with any pretty girl who happened to 
be around, that he was weak, immature, in- 
considerate and tactless, and that he was 
superficial and disinterested in assuming the 
role of father and husband. She, too, was 
severely depressed and committed suicide. 
Twenty years later the husband confirmed his 
wife’s accusations. He had married her main- 
ly for money and had felt tied down and bur- 
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dened by his early marriage and fatherhood. 
He wanted to be free and to continue his life 
as a bachelor. 

In both instances the woman had married 
an immature, dependent man for her own 
neurotic reasons. In less flagrant cases, instead 
of ending in suicide, such marriages end in 
divorce or in chronic tension, bitterness, and 
alternate punishment of one another—a situa- 
tion characterized by mutual hatred and con- 
tempt that may be manifested indirectly by 
chronic alcoholism, promiscuity or hypochon- 
driac attention to functional symptoms. 


Basis jor Concern About the 
Institution of Marriage 


Why is there a positive social attitude to- 
ward marriage and why are there feelings 
against divorce in our culture? Society in the 
course of its long development has learned 
that the best circumstances under which to 
raise children provide them with a mother 
who is interested in them and available to take 
care of them, guide them, teach them, and help 
them adjust to the demands of life and society. 
To do this, the mother needs the assurance 
of her husband’s interest in her and willing- 
ness to care for her and her children. When 
she and her husband have each other, get 
along well together, and are mature in their 
outlooks, the environment is most favorable 
for the rearing of children. 

Love between a man and a woman, there- 
fore, has been emphasized as a prerequisite 
for marriage, since without it the many irrita- 
tions, frustrations and sacrifices that both 
partners of a marriage will experience will 
not maintain their proper proportions or be 
readily tolerated. 

The ability to love is a sign of emotional 
maturity, in contrast to the need to be loved, 
which is characteristic of children. With ma- 
turity comes ability to tolerate discomfort, 
postpone gratification of or relinquish desires, 
consider others’ needs, give and take, and 
understand. When a couple demonstrates by 
divorce their inability to get along (when 
their selection of a mate was their own), a 
lack of maturity is implied which exists at 
the time of divorce or existed at the time of 
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the marriage. Some divorces undoubtedly are 
the result of impulsive, immature or prema- 
ture acts which were doomed to fail. For the 
most part, however, marriages fail because 
of immaturity of personalities rather than 
gross immature acts. The pathologic attach- 
ment to attitudes and needs of childhood acts 
like a heavy ball and chain (often used to 
symbolize marriage) which ultimately ex- 
hausts the individual as it seemingly becomes 
bigger and heavier over the years. It is ob- 
vious that the flimsy excuses that are given 
publicly for divorces are not the real reasons 
or the whole story. 

Divorced people often consider themselves 
failures. Divorce often is an escape from a 
situation rather than the hoped-for solution 
to a problem. As is often said, “when the 
person remarries she merely exchanges one 
set of peculiarities for another.” The reluc- 
tance of so many people who have children 
to get divorces may be based as much on the 
fear of setting a bad example for the children 
—and admitting an inability to work things 
out—as it is on economic concern or fear of 
upsetting the children by separation. 


Prediction of Marital Adjustment 


One might expect that routine application 
of psychologic tests to couples planning to 
marry would reveal those whose marriages 
were bound to fail. However, most experts 
agree that tests have not yet been developed 
to the point where they can be used reliably 
to predict the outcome of a marriage. They 
may reveal psychopathologic states, but there 
is no exact relationship between psychopathol- 
ogy and marital failure. 

Careful psychiatric examinations before 
marriage probably would do little more than 
detect obvious bad risks. Even for a much 
less complicated situation like a tour of duty 
in the armed services, the ability to predict 
failure of adjustment by psychiatric examina- 
tion leaves much to be desired. Interestingly, 
success can be predicted better than failure, 
but even here mistakes are made.° 

“Since all human beings are imperfect, 
since few of us have insight into our uncon- 
scious purposes when we make our marriage 
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choices, since few of us are emotionally ma- 
ture when we marry and since there often 
are unanticipated changes between the choos- 
ing period and the living period, how can we 
be sure of making the right choice!”' 

Trial marriage has been proposed as a solu- 
tion to the problem, but there is no valid 
evidence to indicate that it would be effective 


Management of Marital Problems 


Couples often seek advice about marital 
difficulties from physicians and sometimes 
from marriage counselors and psychologists— 
legitimate and otherwise. Advice is cheap and 
usually ineffective. It is much more important 
to find out why the person cannot decide for 
himself than to attempt by advice to solve a 
conflict which by definition consists of two 
opposing feelings or wishes. 

What, then, can be done about the prob- 
lems, conflicts and discord that occur in mar- 
riage? In talking about them with friends one 
may find that they are no more serious than 
the problems that arise in every marriage. 
Persons who because of false pride and un- 
willingness to admit any weakness never com- 
pare notes with close friends may never ob- 
tain a perspective or a knowledge of what is 
normal. If a person does not have friends in 
whom to confide, there is generally something 
else wrong besides the marriage, and it is 
likely that he needs professional psychiatric 
assistance. 

A wise minister, or lawyer, or occasionally 
even a relative may be of great assistance in 
dispelling any feeling of uniqueness that a 
person with a problem may have. A friendly 
word of encouragement, faith, tolerance and 
patience may be all that is needed to tide one 
over a rough period. Talking things out in a 
spirit of compromise and willingness to see 
both sides is not only helpful in the immediate 
situation but also promotes development of 
better understanding of each other. Too many 
times, however, “talking things out” consists 
of no more than “telling the other person off” 
and maintaining a one-sided point of view 
with no real interest in understanding or in 
compromise. 

In labor-management disputes as well as 
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in international politics, it is felt that the 
maintenance of communication, hostile as it 
may be, is still better than no communication. 
Similarly with marital discord and conflict, 
some communication is better than none. As 
long as people are willing to talk about a prob- 
lem, there is hope of resolving it, and many 
times talking prevents the acting-out of hostile 
feelings in other ways. 

To be sure, there are some marriages which 
go from bad to worse despite discussion and 
resolutions on both sides to be understanding, 
tolerant and so on. When the point is reached 
where neither partner has any interest in pre- 
serving the marriage, then psychiatric help 
can assist one or both partners to understand 
what is wrong and offer the possibility of con- 
structive remedial action, which sometimes 
involves giving up personality characteristics 
and attitudes that formerly were treasured but 
seem to be contributors to the difficulty. Psy- 
chiatric help often will reveal why small, un- 
important things were given so much impor- 
tance and were so upsetting. Their relationship 
to unrealistic fantasies and expectations can 
be seen. The wife who expects her husband 
to be a pillar of reliability, steadiness and 
patience and at the same time an impulsive, 
fun-loving Don Juan is going to be disappoint- 
ed. The husband who expects his wife to be 
the proverbial mistress, cook and lady, who 
expects her to be submissive and independent 
and self-reliant at the same time—intelligent 
and dependent, admiring of him while sup- 
porting him—is bound to be disappointed. 
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Unfortunately, it takes long and patient 
work to get a person to see beyond resentment 
which has piled up over a period of many 
years to a point where he realizes that the very 
person he once loved is now the one he hates 
and that it is his needs or desires which have 
changed. Sometimes both members need treat- 
ment. Sometimes, no matter how successful 
the treatment, a marriage cannot be salvaged. 
When the original neurotic reason for the 
marriage is eliminated, no healthy reason may 
exist for continuing the marriage. Such mari- 
tal failures may be blamed on the treatment, 
and they contribute to the exaggerated notion 
of the frequency with which psychiatric treat- 
ment ends in divorce. What is not realized 
is that many persons who come for help are 
in the terminal stages of a sick marriage and, 
like some patients with advanced organic dis- 
ease, beyond help. Sometimes divorce comes 
sooner as a result of psychiatric treatment 
when the hopelessness of a marriage is faced. 
In these instances it is likely that the marriage 
would have ended in divorce anyway, but per- 
haps only after many more years of suffering. 
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Treatment of Peripheral 
Arteriosclerosis by Methods 
Other Than Direct Attack 


EDWARD A. EDWARDS* 
Harvard Medical School, Boston 


Tue physician’s re- 
sponsibility for the pa- 
tient with arterioscle- 
rosis cannot end with 
determining whether 
arterial reconstruction 
can be done, or with its 
performance. There are 
other details of man- 
agement which apply 
partly to those for 
whom reconstruction is 
possible, but even more, of course, to those 
for whom this procedure is not feasible. I 
shall consider these details of treatment in 
three categories: (1) nonoperative manage- 
ment, (2) treatment by sympathectomy, and 
(3) amputation. A comprehensive discussion 
of these matters will not be attempted, but I 
shall discuss certain details that I have come 
to appreciate as of special importance. 


EDWARD A. EDWARDS 


*Department of Surgery, Peter Bent Brigham Hospital, and the De- 
partment of Anatomy, Harvard Medical School, Boston, Massachusetts. 


The study on which this report is based was aided by a grant from 
the National Institutes of Health of the U.S. Public Health Service. 
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Important considerations in evaluating pa- 
tients with peripheral arteriosclerosis are 
stressed. 

Indications for operation are discussed and 
the preferred surgical technic outlined. 
Criteria for sympathectomy are given and 
also for successful results of this treatment. 
Principles of preoperative and postopera- 


tive care of patients who have undergone 
amputation are covered. 


Nonoperative Management 


Clinical evaluation of the patient—lIt is evi- 
dent that polycythemia vera is more prevalent 
than formerly taught, and that to leave it un- 
treated is to invite disaster in the form of 
thrombosis of limb or visceral arteries. A his- 
tory of gout should arouse a suspicion of poly- 
cythemia, since the gout may be the result of 
rapid blood cell turnover. To the classic clini- 
cal signs of florid face, splenomegaly and 
hypertension may be added intense cyanosis 
of the toes. 
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A high hematocrit reading may call atten- 
tion to the presence of the disease. Other sig- 
nificant laboratory findings are an increase in 
the erythrocyte, leukocyte and platelet counts, 
and an increase in the concentration of uric 
acid in the blood. If the hematocrit reading 
is increased, it should be reduced to approxi- 
mately 45 per cent, at first, by having the 
patient donate blood to the blood bank, and 
later, if desired, by the administration of 
radioactive phosphorus (P**). If coronary or 
cerebral insufficiency is present, it may be ad- 
visable to remove less than 500 cc. of blood 
at a time, and no more frequently than once 
or twice a week. The lowering of the hema- 
tocrit reading and the corresponding decrease 
in the viscosity of the blood may alone pro- 
duce some improvement of the ischemic limb. 
If gout is present, it should be treated with 
adequate doses of colchicine, since it may be 
responsible for much of the pain in the foot. 

A contrary state of anemia also must be 
corrected rapidly, if necessary by transfusion, 
since anemia accentuates the effect of ischemia 
on the limb, brain and heart. 

In every case of arteriosclerosis, an effort 
should be made to determine whether diabetes 
is present. Determination of the postprandial 
blood sugar is a much better screening test 
than is determination of the fasting blood 
sugar. In cases of diabetes, insulin, rather 
than an oral substitute, should be used if in- 
fection or neuritis is present, and also in the 
postoperative management. 

There appears to be no need to re-empha- 
size the need for careful cardiac evaluation, 
but inadequate attention has been paid to dis- 
ease occurring in other viscera, particularly 
the brain. Cerebral insufficiency is probably 
second only to coronary insufficiency in pro- 
ducing morbidity and mortality. Just as the 
presence of angina is more dangerous than a 
history of a remote episode of myocardial in- 
farction, so too the occurrence of recent palsy 
or confusion is more indicative of a fragile 
patient than a history of a remote cerebro- 
vascular accident. If examination reveals an 
absence of the subclavian or carotid pulses, 
or the presence of systolic murmurs over these 
arteries, it indicates some degree of limitation 
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of cerebral blood flow. Local changes in the 
electroencephalogram, which occur spontane- 
ously or after tilting the patient in head-up 
position or on digital compression of a ca- 
rotid artery, help in evaluating the cerebral 
circulation. The tilting or the carotid com- 
pression should be done with some care, since 
they may induce confusion, convulsions or 
other signs of cerebral insufficiency. 

Care of the limb—It is as important to 
stress the timely application of surgical pro- 
cedures to increase blood supply as it is to 
stress the avoidance of doing those things that 
may harm the limb. The evaluation of the pa- 
tient, and of the limb, must therefore include 
an early decision as to the applicability of 
arterial reconstruction or sympathectomy. 
Once made, this decision should be presented 
to the patient with all proper emphasis. Fur- 
thermore, the patient should be re-examined 
at stated intervals, so that a changing vascular 
status or the advent of a complication may 
receive prompt attention. The necessity for 
supervision is, of course, particularly impor- 
tant for the diabetic patient. 

The ischemic limb should be kept clean 
by adequate but gentle bathing with soap and 
water. Chemicals such as iodine or salicylic 
acid may cause necrosis. Local use of anti- 
biotics may give rise to a violent sensitivity 
reaction. One should avoid elevation of the 
limb and local heating. Elevation of the limb 
increases ischemia when the local arterial 
pressure is already low. The reverse effect, 
by raising the head of the bed (on 4 in. 
blocks), is often desirable when there is foot 
pain at rest. Heat increases the local metabo- 
lism and need for blood, often beyond the 
ability of the limb arteries to respond to that 
need. No operative incision should be made 
in an ischemic part, except for drainage of 
pus or for amputation. This is particularly per- 
tinent to the painful toe, on which operation 
for an ingrown toenail, real or imagined, may 
precipitate gangrene. 

Shoes should be roomy. Clean socks of a 
fluffy material (wool or synthetic) offer pro- 
tection from the wear and tear of walking. In 
general, exercise is good and necessary for an 
arteriosclerotic limb, provided that the dura- 
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tion and rate of walking are held within the 
limits of comfort. Contrariwise, a painful foot 
will benefit from a reduction in activity. In- 
deed, a limb which appears to be deteriorating 
will sometimes be significantly improved by 
bed rest alone. 

Measures to diminish atherogenesis or to 
alleviate ischemia—Measures that are of prob- 
able value for this purpose include diet to 
lower the blood pressure or to reduce obesity. 
Those that are of uncertain value include 
medication to decrease the concentration of 
blood cholesterol, long-term anticoagulant 
therapy, cessation of smoking, Buerger’s exer- 
cises, and injection of necrotizing agents into 
the sympathetic trunk. The use of vasodilating 
drugs, alcohol and physiotherapy may be in- 
jurious to the patient. 

Animal experimentation seems to indicate 
that a reduction of the concentration of blood 
cholesterol should slow up the development of 
atheroma. The concentration of blood choles- 
terol may be reduced by a diet extremely low 
in cholesterol or by the addition of nonhydro- 
genated oils, such as corn oil, to the diet. It 
is important to reduce obesity since it con- 
stitutes an extra burden for the patient and 
for the diseased limb. This is of special im- 
portance in cases in which an amputation has 
been performed, since amputees are likely to 
overeat to compensate for their misfortune. 
Since a low-cholesterol diet can easily be a 
low-caloric diet, these two aspects of the prob- 
lem can be attacked simultaneously. A poly- 
vitamin supplement probably should be sup- 
plied when the diet is fairly restrictive. The 
addition of vitamin B,. is also desirable for 
the diabetic patient with neuritis. Lowering 
the blood cholesterol by the use of various 
amino acids is of interest experimentally, but 
would not seem to offer any special advantage 
over a low-cholesterol diet. 

There are two considerations relative to 
smoking. The first of these is that statistical 
surveys have indicated that smokers have a 
shortened life expectancy, which is partly at- 
tributable to an increased tendency for the 
development of coronary sclerosis. The second 
consideration is that smoking causes periph- 
eral vasoconstriction. This vasoconstriction is 
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only uncommonly of great magnitude. Clini- 
cally, it is difficult to attribute deterioration 
of the condition of an arteriosclerotic limb to 
smoking or to attribute its improvement to 
the cessation of smoking. Since tobacco has 
important deleterious effects on tissues other 
than the blood vessels, young patients should 
not be permitted to smoke. In the case of older 
patients, the physician’s attitude may be based 
partly on the amount of tobacco used and 
partly on the concomitant presence of other 
disease such as bronchitis or peptic ulcer. 

The active exercises which are added to 
Buerger’s exercises would appear more help- 
ful than postural shifts for which the exercises 
are named. There is evidence that in cases 
of serious ischemia the reduction of flow in 
the foot-up position is inadequately compen- 
sated for during the foot-down position. The 
postural exercises should probably be aban- 
doned, but active exercises, with the patient 
sitting on the edge of the bed and the limbs 
hung down, or by walking, do encourage vaso- 
dilatation, strengthen the muscles, and prevent 
contracture. 

Sympathetic paralysis produced by injec- 
tion of a destructive agent, such as phenol or 
alcohol, into the sympathetic trunk has been 
proposed as a substitute for operative sympa- 
thectomy. Its results are uncertain as regards 
sympathetic denervation, and the procedure 
may give rise to a painful neuritis. I do not 
recommend it. 

In my opinion, vasodilating drugs have no 
place in the treatment of arteriosclerosis. Vaso- 
dilatation of the involved extremity is not pro- 
duced; indeed, the evidence points to a shift 
of blood to the more normal parts of the body 
and diminution in the amount of blood in the 
affected limb. When administered in full doses, 
these drugs often cause a lowering of the blood 
pressure and widespread diminution of per- 
fusion in various parts and organs. The results 
are quite different in cases of disorders such 
as Raynaud’s disease, which are mainly con- 
strictive in nature, and for which vasodilator 
drugs are of considerable value. 

Alcohol is a vasodilator of variable potency, 
and shares the faults of other vasodilators. Its 
former reputation as a cholesterol-lowering 
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drug has been shown to depend on the meager 
diet often eaten by the chronic alcoholic. It 
seems illogical, therefore, to prescribe alcohol 
for the arteriosclerotic patient, especially in 


view of the danger of addiction in patients 


with a chronic illness. 

Physiotherapeutic maneuvers to increase 
blood flow do not appear useful for the arterio- 
sclerotic limb. Whirlpool baths, although com- 
monly used, are probably without significant 
effect. Heat applied above the knee is of un- 
certain benefit for the parts below. If the heat 
is applied distally, it may be harmful. 


Sympathectomy 


Survival rate for patients and for the in- 
volved limb—A comprehensive view of the ef- 
fect of sympathectomy can be gained by deter- 
mining the survival rate for patients and for 
the involved limb. We have made a follow-up 
study in 100 cases of arteriosclerosis in which 
sympathectomy was performed. The period 
of this follow-up study is now approaching 
10 years in all of these cases. Diabetes was 
present in 27 of the 100 cases. 

The trend of the result of this operation 
apparently becomes established when at least 
five years have elapsed since the operation. 
When this interval had elapsed, 35 patients 
had died. This figure includes two patients 
who died early in the postoperative period. 
Ten thigh or leg amputations were done in 
nine cases, all during the first year after 
sympathectomy was performed. No additional 
major amputations were required in the suc- 
ceeding four years, although one was done in 
the sixth year. The result of the sympathec- 
tomy, as judged either by the necessity for 
subsequent amputation or by the continuation 
of severe disability, was poor in 15 per cent 
of the entire group of 100 cases. Diabetes 
exerted a baleful influence on the longevity 
and on the result in the limb. 

There were interesting differences in the 
results and in the predominant symptoms in 
the cases in which the patients survived for five 
or more years and in the cases in which the 
patients did not survive for this period. The 
results were classified as good or fair in 60 
(92 per cent) of the 65 cases in which the pa- 
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tients survived for five years, as against 25 (71 
per cent) of the 35 cases in which the patients 
did not survive for this period. A double am- 
putation was necessary in only one of the cases 
in which the patients survived for five years, 
whereas it was necessary in four of the cases 
in which the patients did not survive for this 
period. In all of these four cases, the contra- 
lateral limb had been amputated before sympa- 
thectomy was performed. 

Claudication had been the predominant 
symptom in the cases in which the patients 
survived for five years, whereas ischemia of 
the foot, such as one associates with diffuse 
disease of the distal arteries, was the predomi- 
nant symptom in the cases in which the pa- 
tients died before five years had elapsed. These 
differences apparently indicate that a diffuse 
arteriosclerotic process in the limb is prone 
to be associated with a similar process in the 
contralateral limb and with a special predis- 
position to arteriosclerosis in the coronary 
and other visceral arteries. 

It is probable that better results may be 
obtained if sympathectomy is performed only 
in cases in which vasospasm can be demon- 
strated, and that poorer results may be ob- 
tained if the operation is performed in cases 
in which irreversible changes are present. 

It would appear in general that life ex- 
pectancy is moderately decreased by the pres- 
ence of symptoms of arteriosclerosis in the 
limb alone. We have not observed any case in 
which the disease recurred as the result of 
wearing-off of the effect of the sympathectomy. 
In the occasional case in which late deterio- 
ration has occurred, there always has been 
objective evidence of new occlusion of the 
major arteries by atheroma or thrombosis. 

Effect of sympathectomy on the arteries of 
the limb—There is no serious contention that 
sympathectomy will affect the major arteries 
occluded by the atherosclerotic process, but 
doubt is often expressed whether the opera- 
tion can produce vasodilatation even in that 
part of the arterial tree beyond the occluded 
major vessels, when vasospasm usually is in- 
significant. There are difficulties in obtaining 
laboratory confirmation of such action. Re- 
cently, however, in our laboratory, the regis- 
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FIGURE 1. Apparatus used in recording the peripheral 
pulses. 


tration of the peripheral pulses at various 
levels of the limb, before and after sympa- 
thectomy, has given what we believe to be a 
decisive positive answer. 

With the method, pneumatic cuffs inflated 
to a pressure of 30 mm. of mercury are ap- 
plied and connected to an electronic trans- 
ducer. The electric signal thus obtained is 
amplified and recorded (figure 1). This ap- 
paratus proves sufficiently sensitive to show 
a pulse from all levels of the limb, down to 
the toes, in almost every instance. The record- 
ing is of course a summation of pulsation in 
all arteries, large and small, in the section of 
the limb embraced by the cuff. The pulse 
tracing shows distortions induced by arterial 
obstruction. Of special importance, however, 
is the fact that, by the help of a calibrating 
device, the record is subject to quantitative 
evaluation, so that the postoperative condition 
of the pulse may be compared with its pre- 
operative state in numerical terms. Two quan- 
titative expressions are used: mean pulse de- 
flection (mean change in volume in cubic 
millimeters during one pulse cycle) and sys- 
tolic slope (rate of systolic rise in volume in 
cubic millimeters per second). 

In 35 cases, the limbs were tested in this 
manner for an average period of 12.3 months 
after operation. In 12 of the 35 cases, un- 
equivocally good clinical results were associ- 
ated with an increase in the mean pulse de- 
flection and in the systolic slope. This increase 
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at first occurred distally, but it soon progressed 
proximally to the thigh (figure 2). The mag- 
nitude of the increase suggests that the post- 
operative dilatation involved the deep as well 
as the superficial arteries. The average in- 
crease in the pulse deflection in these cases 
was 634 per cent at the great toe, 40 per cent 
at the ankle, and 23 per cent at the thigh. In 
cases in which the clinical results were less 
favorable, dilatation was evident only at the 
foot and ankle. In 14 per cent of these two 
groups of cases, the pedal pulses became palpa- 
ble after the operation. In a third group of 
cases in which the postoperative results were 
fair or poor, registration of the pulses did not 
reveal any change or disclose a diminution 
in the pulse values. 

In cases in which arterial reconstruction 
has been performed, the increase in the mean 
pulse deflection ranges from 100 to 700 per 
cent. In contrast to the distal preponderance 
of this increase in cases in which sympathec- 
tomy has been performed, the increase occurs 
evenly over the limb in cases in which arterial 
reconstruction has been performed. 

Although measurement of the peripheral 
pulses at various levels of the limb is not 
equivalent to determination of the blood flow, 
the pulse registrations and the blood flow are 
related. It is fair to assume that the blood 
flow will be increased in cases in which the 
results of sympathectomy are favorable, al- 
though no statement can be made regarding 
the magnitude of this increase. 

Effect on claudication—The pain accom- 
panying claudication is usually employed as 
the end point in determining changes in walk- 
ing ability after treatment. Such a subjective 
evaluation is inevitably difficult. We have at- 
tempted an objective measurement of calf 
muscle power after rhythmic electric stimu- 
lation of the calf muscles, while the foot lifts 
a load (figure 3). Subjective influence is nil 
or minimal, since volitional participation pro- 
duces irregularities in the record, which can 
be discarded. The registration of the contrac- 
tions produces an ergometric curve, whose 
area (during a three minute period) can be 
used as a quantitative expression of calf mus- 
cle power. A numerical comparison can thus 
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FIGURE 2. Changes in the recorded pulses of a 65 year old woman with a painful cyanotic foot. No pulse was palpa- 
ble below the femoral artery before operation, but the pulse became palpable in the dorsalis pedis artery six months 
after sympathectomy was performed. The fractions denote attenuation of the recorded pulses. D, mean pulse deflec- 


tion; SS, systolic slope. 


(From Edwards, E. A., Ruberti, U. and Ottinger, L.: In Barker, W. F.: Peripheral Vascular Surgery. New York, Blakiston Company, division 


of McGraw-Hill Book Company, Inc. [In press].) 


be made of the condition of the limb before 
and after treatment (figure 4). 

This direct stimulation ergometry revealed 
evidence of improvement in the power of the 
calf muscles in somewhat less than half of 
the cases in which sympathectomy was per- 
formed. On the other hand, it revealed a simi- 
lar increase in the power of the calf muscles 
in the majority of a group of cases in which 
a reconstruction operation was performed. 

In the cases in which sympathectomy was 
performed, the results of this test correspond- 
ed poorly with the patients’ own estimation of 
their postoperative condition. In 75 per cent 
of the cases, there was a substantial increase 
in the distance the patients could walk or there 
was a marked amelioration of the leg pain. 
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Our observations are in agreement with the 
generally expressed opinion that walking abil- 
ity is usually unchanged if the obstruction is 
located in the aorta or iliac arteries. 
Indications for sympathectomy—Freedom 
from diffuse arteriosclerosis is the major char- 
acteristic in cases in which sympathectomy 
produces the maximal benefit (figure 5). This 
can be deduced by comparing the clinical 
benefit with the period of survival and with 
the postoperative increase in the recorded 
pulses. A favorable prognosis may thus be 
based on some or all of the following findings: 
(1) absence of severe visceral arteriosclerosis; 
(2) a long history which reveals that claudica- 
tion rather than pedal ischemia is the out- 
standing problem; (3) absence of a history 
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FIcuRE 3. Diagram of apparatus used in ergometry of 
the calf muscles. 


(By permission from Edwards, E. A. and Murphy, W. P., Jr.: Registration 
Direct stimulation myography and ergometry of human calf cord 

les with suppl y observations on calf elasticity. Surg. 
Gynec. & Obst. 103:719 [December] 1956.) 1 


| 


Load. _¢ } - 
Foam rubber / 
Stimulating rest 


electrode 
LEFT RIGHT 
Post-op. -Bcm2 
6 Days 


2.9 cm2 3.4cm2 
7 Weeks 


3 Months | 


12.1om2 


13 Months | 


20.5 cm2 
10 Ibs. Stim. 5 Throughout. 


FIGURE 4. Response of contraction of calf muscle induced by electric stimulation according to the method illustrated 
in figure 3. The time mentioned is that after sympathectomy. Upstroke occurs at the time of contraction. 

In each record, the earliest contractions are registered at rapid paper speed to show detail. A slower paper speed 
is then used to record the ergometric curve. The numbers in square centimeters denote the area occupied by this 
curve during three minutes of stimulation. The foot lifted a 10 lb. weight in each test, and the stimulating current 
was of identical intensity. 


(From Edwards, E. A.: Evaluation of arterial reconstruction and sympathectomy by direct stimulation ergometry. A. M. A. Arch. Surg. 76: 
200 [February] 1958.) 
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FIcuRE 5. Comparison of diffuse obstructive disease in the pedal arteries of a diabetic patient (b) and the normal 
arteries of the foot of a 17 year old boy who underwent an amputation for a deformity of the thigh (a). 

In the normal foot (a) one should note the strong plantar arch, the plantar metatarsal, and the digital arteries plus 
the slender dorsal metatarsal and digital arteries. The foot of the diabetic patient (b) shows occlusion of the plantar 
arch, and of the plantar and dorsal metatarsal arteries and of the proximal parts of the digital arteries. 


(By permission from Edwards, E. A.: Anatomy of collateral circulation. Surg. Gynec. & Obst. 107:183 [August] 1958.) 


of an unsuccessful reconstruction operation; 
(4) physical evidence of a relatively localized 
disease, and (5) evidence of significant vaso- 
spasm. 

Evidence of a relatively localized disease in- 
cludes: (1) absence of severe atrophy or cya- 
nosis of the foot; (2) minimal reddening of 
the foot when it is in the dependent position 
or blanching of the foot when the leg is ele- 
vated; (3) rapid venous filling after the leg 
is returned to the horizontal position; (4) a 
moderately good oscillometric reading with a 
reading of something more than zero at the 
level of the calf, and (5) demonstration of 
patency and vasodilatability of the arteries of 
the foot by a vasodilatation test. 
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The induction of reactive hyperemia is a 
simple and effective method for producing 
vasodilatation. The pulses of the foot and great 
toe are registered. A blood pressure cuff then 
is applied to the ankle and inflated to a pres- 
sure higher than the systolic pressure for three 
minutes. If release of the cuff is followed by 
a brisk rise in further recordings of the pulses 
of the foot and toe, it may be presumed that 
there is a certain degree of patency of the 
local vascular bed and that blood is entering 
the leg under a reasonable pressure. Arteri- 
ography also is a useful procedure. 

The case in which arterial reconstruction is 
possible is precisely the one in which sympa- 
thectomy will be most successful. Arterial re- 
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construction is being performed in an increas- 
ing number of cases in which the patients are 
suitable for this operative procedure. Sympa- 
thectomy is being performed in an increasing 
number of cases in which the arteriosclerotic 
disease is more or less diffuse. This mitigates 
against the beneficial results of this operation. 
In deciding to perform sympathectomy in a 
case in which the patient is not perfectly suit- 
able for this operation, the surgeon must bal- 
ance the patient’s problem against the chances 
for improvement and the operative risk. Al- 
though the operative risk generally is low, it 
becomes considerable in cases in which the 
patients are more than 80 years of age. In my 
experience, the mortality rate for sympathec- 
tomy has been about 2 per cent. 

Local conditions which are absolute contra- 
indications to sympathectomy are: (1) cir- 
culatory stasis that is believed to be extreme 
and irreversible; (2) the presence of gan- 
grene; (3) the presence of deep necrosis; and 
(4) the presence of infection. In cases in 
which venous or arterial thrombosis is pres- 
ent, heparin should be administered for at 
least several days before sympathectomy is 
performed. It also should be administered 
postoperatively in most of these cases. 

The choice of operative procedure may be 
debatable, even in cases in which well-localized 
obstruction can be demonstrated. Arterial re- 
construction is by far the most effective opera- 
tion for obstruction of the aorta or iliac ar- 
teries, but sympathectomy usually will correct 
ischemia of the foot even if it will not reverse 
the claudication. If obstruction is present in 
the femoral or popliteal artery, one may prefer 
to perform sympathectomy, which will pro- 
duce moderate but lasting improvement. The 
incidence of secondary obstruction is high in 
cases in which a reconstruction operation is 
performed on these arteries. If there are 
changes which sympathectomy cannot reverse, 
the choice lies between performing a recon- 
struction operation and accepting the loss of 


the limb. 


Amputation 


Site of amputation—Thigh amputation is 
the most disabling, except when bilateral 
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amputation must be done and the use of short 
“bucket” prostheses is planned. Nevertheless, 
healing is relatively certain to occur in cases 
in which amputation is performed above the 
knee, and some risk of nonhealing must be 
accepted if the amputation is performed at a 
lower and otherwise more desirable level. A 
prosthesis is much easier to use in cases in 
which amputation is performed below the 
knee, provided the stump is well shaped and 
heals well. The presence of a popliteal pulse 
is a fairly certain indication that healing will 
occur after amputation is performed below 
the knee, but it is not absolutely essential for 
performance of the amputation at this site. 

A toe or transmetatarsal amputation may 
be considered when a necrotic lesion is well 
localized to the toes. The advantage of these 
amputations is that no prosthesis is required 
for walking. The disadvantage is the uncer- 
tainty of healing. The necrosis must lie distal 
to the base of the toe for toe amputation, and 
distal to the web of the toes for a transmeta- 
tarsal procedure. The skin proximal to these 
levels must be free of infection or signs of 
extreme ischemia. Above all, the vascular 
status must be stable, as progression by ag- 
glutinative thrombosis in the postoperative 
period leads to failure of healing. For these 
reasons, a preliminary period of hospitaliza- 
tion and bed rest for two or three weeks is 
desirable. 

If well-localized lesions have encroached on 
the line of a proposed transmetatarsal amputa- 
tion, Syme’s amputation may be performed. 
This amputation removes the talus but pre- 
serves the soft tissues of the heel. A bulky 
prosthesis is required after this operation is 
performed. For this reason, women usually 
prefer amputation below the knee. 

In cases of diabetes, particularly, deep in- 
fection often is present in an ischemic foot 
when the patients are first observed. If it ap- 
pears that the circulation is good enough to 
permit healing, the tendon sheaths or fascial 
spaces should be drained. The incisions should 
be generously adequate, and they should be 
placed so as to permit good drainage when 
the patient is recumbent. If infection is accom- 
panied by gangrene of one or more toes, and 
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if the circulation is adequate to permit heal- 
ing, open amputation of the gangrenous part 
and additional incision of the infected tissues 
will provide freer drainage. Finally, if a major 
portion of the foot is deemed lost and if severe 
infection is present, an immediate guillotine 
amputation just above the site of the infec- 
tion will permit a safer amputation to be done 
at a higher definitive level a few days later. 

Preparation of the patient for the amputa- 
tion—The prevention of chronic disabling 
pain in the stump lies mainly in a gracefully 
carried out operation. The patient should be 
carried through the ordeal of amputation with 
a minimum of stress, and rehabilitation should 
be as rapid and as complete as possible. Once 
it is apparent that amputation is necessary, the 
patient should be prepared for a day or two by 
being informed that the limb is not respond- 
ing to conservative measures. Meanwhile, sep- 
arate conversations with members of the pa- 
tient’s family will help in formulating the 
long-range plan. At the time the patient is 
informed that amputation is necessary, he also 
should be told whether or not the use of a 
prosthesis is planned. Above all, he must be 
assured that he will be comfortable with his 
limb gone, and that there are persons who 
will care for him and assist him. Even if he 
has no family, doctors and nurses can assure 
him that he is among friends. After the patient 
has been prepared in this manner, the am- 
putation should be performed with a mini- 
mum of delay. 

Surgical procedure—-Three general princi- 
ples are applicable in performing an amputa- 
tion at any level: 

1. The operative wound should be as circu- 
lar as possible. If flaps are required, as they 
are for a transmetatarsal amputation, they 
should be planned so as to preserve the blood 
supply. 

2. Traumatization of the tissues of the 
stump should be avoided. The periosteum of 
the bone should be cleanly cut at the level of 
the bone section, and it should not be stripped 
from the bone. The bone saw should be cooled 
with dripping saline solution. Handling of the 
tissues with forceps should be minimal. Fine 
hemostats should be used, and they should be 
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applied accurately. Sutures should be inserted 
so that they will not cause constriction. 

3. Foreign bodies should not be placed in 
the wound. This implies the use of a minimal 
number of deep sutures, which should be of 
fine, easily absorbable catgut. Bone wax should 
not be used, and drainage should be used only 
rarely. Skin sutures should be left in place for 
many days or weeks, since firm healing occurs 
slowly. 

Postoperative management—The operative 
wound always is initially painful. Thorough 
sedation during the first few days after opera- 
tion is not only humane but helps avoid the 
patient’s fixation on the pain. The doctor, too, 
must avoid fixation on the pain. Above all, he 
should refrain from performing nerve blocks 
or operations on various parts of the nervous 
system. He should demonstrate an understand- 
ing of the patient’s problem, but simultaneous- 
ly should encourage him to engage in as much 
activity as his condition will allow. Use of the 
stump, after the first few days, will actually 
lessen pain. The extent of activity to which 
the patient can be encouraged in the first week 
or two after amputation often determines the 
ultimate degree of rehabilitation. 

The stump should not be laid on a pillow, 
since this predisposes to contracture. Early 
active exercises are desirable. The patient with 
a leg or thigh amputation can move to and 
from a chair on the third to the fifth day, and 
may start crutch walking a short time later. 

In cases in which a transmetatarsal amputa- 
tion is performed, the foot should be splinted 
with a well-padded bandage or a plaster splint, 
and the patient should rest in bed for about 
two weeks. For a week or so thereafter, the leg 
should be placed alternately in the dependent 
position and in the horizontal position for 
short periods. If cyanosis is not excessive at 
the end of this period, the patient may be 
permitted to walk with crutches. Weight-bear- 
ing is not safe until about the sixth to the 
tenth week. The patient should wear an ordi- 
nary shoe with a padded toe space. 

The notorious tendency of the amputee to 
overeat should be countered by a frank dis- 
cussion of this problem, and by the early 
teaching of good dietary habits. 
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In a large proportion of amputees, the re- 
maining limb may deteriorate. Sympathec- 
tomy is often helpful in preserving that limb, 
but the operation should be postponed, if 
possible, until it will not interfere with the 
prosthetic training program. 

The ability of the patient to use a pros- 
thesis depends on his vigor, and on his free- 
dom from crippling arthritis or contracture, 
serious neuritis, blindness, or severe disabil- 
ity of the remaining limb. In case of doubt, 
his ability to walk on crutches may be con- 
sidered an indication that he later can use 
a prosthesis. Finally, while it is ideal for the 
patient to use his new limb without the help 
of a crutch or cane, there are some old folks 
who will walk only with such an aid. For them, 
the use of a tripod or four-footed cane is often 
most assuring, and may make the difference 
between success and failure in utilization of 
the prosthesis. 

A program based on the use of the tempo- 
rary type of prosthesis is most successful, al- 
though some additional expense is involved in 
the later purchase of a permanent type, if that 
is desired. The temporary limb utilizes a laced 
leather socket. The necessary measurements 
can be made prior to the amputation, or at 
the time of the first postoperative dressing. 
Such a prosthesis can be ready and used 10 
days after the operation, while three months 
generally elapse until the stump has shrunk 
sufficiently to allow a permanent limb to be 
made. It is most encouraging and helpful to 
good prosthetic use for the patient to use the 
artificial limb while he is still in the hospital. 
Here he has the actual and morale-building 
help of all the personnel. The physiotherapist 
is particularly helpful in teaching the patient 
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a correct gait at the outset. It is also useful 
for the patient to return occasionally for fur- 
ther lessons in order to correct any bad habits 
of gait he may have developed. 


Summary 


Polycythemia vera is a serious disease often 
encountered in cases of arteriosclerosis. The 
adequacy of the cerebral circulation should 
be evaluated, especially if an operation is con- 
templated. In the care of an arteriosclerotic 
limb, the timely application of surgical pro- 
cedures to improve the blood supply of the 
limb is as important as avoiding local injury. 

A low-cholesterol diet is the only medical 
measure of probable therapeutic value. Some 
measures, such as the use of vasodilating 
drugs, alcohol or physiotherapy, may be harm- 
ful at times. 

Evidence of the favorable effect of sympa- 
thectomy is found in: (1) a long-term survival 
of life and limb, (2) a substantial increase in 
the registered amplitude of the pulses of the 
limb, and (3) an increase in the power of the 
calf muscles as measured during electric stim- 
ulation of the muscles. 

Healing is less certain to occur in cases in 
which amputation is performed below the 
knee than it is in cases in which amputation 
is performed at the thigh. However, a pros- 
thesis is much easier to use in cases in which 
amputation is performed below the knee. 

Postoperative care should include the early 
use of exercises and prosthetic training. The 
most effective rehabilitation is obtained if a 
decision to operate is made early, if the opera- 
tion results in quick healing, and if the doctor 
extends sympathy to the patient and encour- 
ages early and extended activity. 
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Clinical Approach to the Patient 
With a Hemorrhagic Disorder 


JOHN B. MIALE* 


University of Miami School of Medicine, Coral Gables 


Tue statement that 
medical diagnosis is 
based on the triad of 
history, physical exam- 
ination and laboratory 
findings has been made 
so often that to repeat 
it would seem super- 
fluous. The same ap- 
plies to the statement 
that rational therapy is 
based on specific diag- 
nosis. In the special area of hemorrhagic dis- 
orders, diagnosis depends so heavily on the 
results of laboratory examinations that one 
might suppose that the clinical findings would 
be of little importance. On the contrary, a 
sound and thorough clinical approach is just 
as important here as in other instances. 

The reasons for this are many. (1) The 
history establishes features of the hemorrhagic 
disorder, such as age of onset, mode of onset, 
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*Professor of Pathology, University of Miami School of Medicine, 
Coral Gables, and Director of Clinical Pathology, Jackson Memorial 
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Diagnosis of hemorrhagic disorders de- 
pends heavily on results of laboratory ex- 
aminations ; however, a sound and thorough 
clinical approach is also important. 

The proper clinical approach should first 
reveal whether or not an abnormality in 
hemostasis exists. This conclusion would 
lead to proper investigations, which are de- 
termined by consultation between clinician 
and pathologist. The results of these in- 


vestigations would guide rational therapy. 


periodicity, severity, and inheritance pattern, 
which often suggest the most likely diagnosis. 
The history also establishes that a hemor- 
rhagic disorder exists even if the patient is 
not then actively bleeding. (2) A presumptive 
diagnosis serves the consulting pathologist as 
a guide for formulating a rational plan of 
diagnostic studies. Usually, diagnosis based 
on random laboratory data is not only expen- 
sive but it also may be erroneous and dan- 
gerous. (3) Laboratory data are seldom so 
decisive that they need no correlation with 
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Phase 1: _ The Initiator Reaction 
Contact 


Platelets 
Thrombin 


Phase 2: Thromboplastogenesis 


Platelet factor 3 \ 


Factor VIll 

Factor IX \ (Thrombin) 
Factor X (Cat +) 
Factor Vil | 


2 Stuart factor / 


Phase 3: Thrombogenesis 


Plasma thromboplastin 
Prothrombin 


Cat 
Factor V 
2 Factor Vil 
2 Stuart factor 
Thrombin 


Platelet factor 1 (2) 


Phase 4: Fibrin Formation 
Fibrinogen —> 
Platelet factor 2 (2) 


Platelet factors 1, 2,3, 4 


Plasma thromboplastin 


(Inhibitor: | Antithromboplastin|s|) 


Thrombin 


(Inhibitor: Antithrombin |, Il, Ill, lV) 


Fibrin 


(Inhibitor:  Fibrinolysin) 


FIGURE 1. The four phases of blood coagulation and the factors reacting in each phase. 


Reproduced with permission of The C. V. Mosby Company. 


the patient’s disease. Indeed, even in the spe- 
cial area of hemorrhagic disorders, there lurk 
many pitfalls which can only be avoided by 
a careful and correlative inquiry into what the 
data mean and, just as important, what they 
do not mean. (4) The history and physical 
examination may indicate that the bleeding 
is secondary to leukemia, lymphoma, poly- 
cythemia vera, or even self-induced trauma. 
Such situations obviously modify the diagnos- 
tic approach and call for treatment of the 
basic difficulty. (5) Even when a specific diag- 
nosis is reached, it is the patient who must 
be treated. The treatment, prognosis and fol- 
low-up study are guided not only by the pat- 
tern of laboratory data but also by the effect 
on the patient. The full picture can only be 
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obtained by clinicopathologic correlation, not 
by exercises with test tubes and pipets. 

The clinical as well as the laboratory as- 
pects are best approached on the assumption 
that blood coagulation takes place according 
to a four-step scheme (figure 1). According 
to this scheme, phase 1 is the stage of platelet 
disintegration by which platelet phospholipid 
is liberated. In phase 2, plasma thromboplastin 
is formed by the interaction of platelet phos- 
pholipid with factors VIII (antihemophilic 
globulin), IX, X, and possibly others. In 
phase 3, prothrombin is converted to throm- 
bin. For this, calcium ions and plasma throm- 
boplastin are essential; the reaction is accel- 
erated by factors V (labile factor) and VII 
(stable factor). Finally, in phase 4, fibrinogen 
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is converted to fibrin by the enzymatic action 
of thrombin. Independent of the coagulation 
of blood are those disorders caused by vascu- 
lar abnormalities. These make up a fifth group. 

Abnormal reactions in each phase, leading 
to hemorrhagic disorders, may be caused 
either by deficiency of one or more of the 
reacting substances or, in phases 2, 3 and 4, 
by inhibitors (anticoagulants). Except when 
anticoagulants are present, it is rare to find 
defects which involve more than one phase. 
In most hemorrhagic disorders, therefore, the 
abnormal phase can be pinpointed. Converse- 
ly, an orderly investigation—clinical and in 
the laboratory—of each phase will reveal 
where the abnormality lies and thus indicate 
the disease that is present. 


Disorders in Phase 1 


The diseases of phase 1 are those of platelet 
deficiency, either quantitative or qualitative. 
The characteristic presenting sign is purpura. 
True purpura occurs only in defects of phase 
1 or in vascular defects. If it is severe, there 
may be extensive ecchymosis, but an earlier 
or underlying purpura can usually be dis- 
covered. Ecchymosis without purpura usually 
indicates a defect in another phase. Diseases 
in this group are classified as thrombocyto- 
penia, thrombocythemia or thrombasthenia. 

Thrombocytopenic purpura is itself classi- 
fied into many subtypes, ranging from the 
idiopathic to the secondary. In all types, the 
platelet count is low, the result of the tourni- 
quet test is usually positive, and the bleeding 
time prolonged. The specific etiologic diag- 
nosis depends in part on the history and physi- 
cal examination. In some cases, thrombocyto- 
penic purpura may be a presenting feature 
of pernicious anemia, systemic lupus erythem- 
atosus, or infectious mononucleosis. In such 
instances, the presence of the primary disease 
should be suspected on clinical grounds and 
confirmed by laboratory tests that are not 
directly related to the hemorrhagic state. In 
other cases, thrombocytopenic purpura may 
accompany diseases characterized by marked 
splenomegaly, such as Gaucher’s disease, sar- 
coidosis and miliary tuberculosis. Spleno- 
megaly also occurs in the idiopathic type of 
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thrombocytopenic purpura, but only in about 
one-third of the cases, and when present the 
splenomegaly is not striking. Thrombocyto- 
penic purpura, alone or in combination with 
leukopenia or anemia, also may be the result 
of bone-marrow depression caused by indus- 
trial solvents or drugs taken for therapeutic 
reasons. A careful occupational history and 
direction of the physical examination toward 
causes of bone-marrow involvement are then 
essential. Only after all other possibilities have 
been eliminated is it justifiable to consider the 
purpura to be of the idiopathic type. 

Bleeding may also occur when the platelet 
count is markedly increased, as it may be in 
chronic myelocytic leukemia, polycythemia 
vera, and other myeloproliferative syndromes. 
This is thrombocythemic bleeding. These dis- 
eases usually present no great diagnostic dif- 
ficulties if the clinical approach is thorough. 
Thrombasthenic purpura is extremely rare and 
presents no characteristic clinical features. 
The platelet count is normal. Abnormal plate- 
let function is demonstrable by special labora- 
tory investigations. 


Disorders in Phase 2 


Disorders in this phase include classic hemo- 
philia (factor VIII deficiency) and the hemo- 
philoid diseases, such as Christmas disease 
(factor IX deficiency ), plasma thromboplastin 
antecedent deficiency, Stuart factor deficiency, 
and others. Distinction of these disorders is 
necessarily a laboratory problem, but the clin- 
ical features which distinguish classic hemo- 
philia from the others are usually reliable. 
For example, classic hemophilia in a female 
is so rare that for all practical purposes ab- 
normal bleeding in a female showing defective 
phase 2 function can be assumed to be a hemo- 
philoid state. A positive family history is typi- 
cal in classic hemophilia. The disease affects 
males and is transmitted by asymptomatic fe- 
male carriers. Christmas disease probably has 
the same inheritance pattern, but the inheri- 
tance of plasma thromboplastin antecedent 
deficiency is not sex-linked, and it is trans- 
mitted to and by both males and females. The 
most severe hemorrhagic manifestations are 
usually seen in classic hemophilia. These in- 
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FIGURE 2. Hereditary hemorrhagic telangiectasis. 


a. Distribution of cutaneous and mucocutaneous lesions 
on the face. 


b. Close-up view, showing the spiderlike telangiectasis. 


clude bleeding after circumcision, hemar- 
throsis, and intramuscular and other hemor- 
rhages after minimal trauma. The manifesta- 
tions of Christmas disease are usually milder, 
and those of plasma thromboplastin antece- 
dent deficiency milder still. Hemarthrosis is 
infrequent in Christmas disease and rare in 
plasma thromboplastin antecedent deficiency. 


Disorders in Phase 3 


One is here concerned with abnormalities 
of prothrombin and associated factors. They 
are all characterized by a prolonged one stage 
prothrombin time, and identification of the 
specific deficiency (prothrombin, factor V, or 
factor VII) depends on laboratory assays. 
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However, the clinical features are often dis- 
tinctive. In infants, the pathogenesis is usually 
based on deficiency of vitamin K, and the 
bleeding is most commonly from the umbilical 
cord or into the gastrointestinal tract. In 
adults, the cause is usually liver disease or 
obstructive jaundice, and the most frequent 
symptoms are epistaxis, bleeding from the 
gums, hematuria, and ecchymosis. Congenital 
defects in this group are not common and, 
unlike hemophilia, hemarthrosis is uncommon. 


Disorders in Phase 4 


Deficient fibrin formation is caused by a 
deficiency of fibrinogen (afibrinogenemia and 
hypofibrinogenemia ), too rapid dissolution of 
the fibrin clot (excessive fibrinolysin), or in- 
hibition of fibrin formation (dysproteinemia 
with macroglobulins and cryoglobulins). Hy- 
pofibrinogenemia severe enough to cause ab- 
normal bleeding is most commonly an ob- 
stetric complication and is associated with 
abruptio placentae, retention of a dead fetus, 
or postpartum hemorrhage. Such bleeding is 
severe and calls for immediate diagnosis and 
treatment. Fortunately, the circumstances are 
indicative of the probable pathogenesis of the 
bleeding, for there certainly is no time for 
complex laboratory studies. If venous blood 
fails to clot spontaneously or even after the 
addition of thrombin, the diagnosis is obvious. 

Fibrinolytic syndromes may also compli- 
cate pregnancy, but the most severe ones I 
have seen have been in patients with carcino- 
matosis, usually from a primary site in the 
prostate or pancreas. Clinically, massive ecchy- 
mosis is the most dramatic finding. Since the 
patients are usually elderly persons, the pres- 
ence of bleeding due to a congenital coagu- 
lation defect should not be seriously con- 
sidered. Rather, a search for malignant disease 
should be made. 

Dysproteinemia is an uncommon cause of 
abnormal bleeding, but must be kept in mind. 
In most instances, the hyperglobulinemia ac- 
companies multiple myeloma or some other 
malignant lymphoma, and the abnormal glob- 
ulin is usually a cryoglobulin. In a few in- 
stances, the coagulation defect is noted first 
and the underlying lymphoma is then dis- 
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FIcURE 3. Purpura and ecchymosis in a case of scurvy. 


a. Ecchymosis of the arm. 


b. Close-up view, showing typical perifollicular purpura. 


covered when a thorough study of the patient 
is made. Abnormal bleeding associated with 
dysproteinemia is usually the result of physico- 
chemical interference by the abnormal glob- 


ulin with the polymerization of fibrinogen to 
fibrin. 


Bleeding Caused by 
Vascular Abnormalities 


Hemostasis is more than a matter of normal 
coagulation of the blood. Control of bleeding, 
particularly from capillaries, requires normal 
contraction of the injured vessel as well as 
normal formation of a clot. Conversely, bleed- 
ing may accompany defective capillary func- 
tion and can then be initiated by minimal 
trauma. It is probable that even in cases of 
hemorrhagic disorders caused primarily by a 
coagulation abnormality there is an accom- 
panying defect in vascular function. For ex- 
ample, bleeding in cases of hemophilia is often 
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severe following minimal trauma, and this 
bleeding must be initiated by an abnormality 
other than that of blood coagulation. 

The occurrence of vascular hemorrhagic 
syndromes has been recognized for many 
years, but the definition of these syndromes 
is, in most cases, complicated by a confusing 
nomenclature introduced years ago when the 
physiology of hemostasis was poorly under- 
stood. One syndrome, hereditary hemorrhagic 
telangiectasis, is clear-cut and the cutaneous 
telangiectatic lesions are characteristic (figure 
2). Scurvy may produce severe submucosal 
and subcutaneous bleeding, and the purpuric 
lesions are typically perifollicular (figure 3). 
Other syndromes have been called vascular 
pseudohemophilia, von Willebrand’s disease, 
constitutional thrombopathy of von Wille- 
brand and Jurgens, vascular purpura, purpura 
simplex, and simple easy bruising. These have 
in common a moderately to severely prolonged 
capillary bleeding time, a positive result of 
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FIGURE 4. Positive result of the tourniquet test in a pa- 
tient with capillary fragility. 
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the tourniquet test (figure 4), and, in most 
instances, no detectable abnormality of blood 
coagulation. The clinical manifestations in- 
clude one or more of the following: a tend- 
ency to bruise easily following minimal trau- 
ma, ecchymosis, epistaxis, excessive menstrual 
bleeding, abnormal bleeding following minor 
operations, and hematuria. A familial inci- 
dence is not uncommon. The administration 
of Albedocone,* a new soluble preparation of 
hesperidin, has produced excellent results. 
Since there is no abnormality in blood coagu- 
lation, blood transfusions and administration 
of vitamin K do not produce any benefit. 


Laboratory Investigations 


It is not within the scope of this paper to 
discuss the laboratory investigations that 
should be used in cases of hemorrhagic dis- 
orders. These investigations have been out- 
lined previously.’ The indicated investigations 
should be determined by consultation with the 
pathologist. Some points regarding these in- 
vestigations should be emphasized. 


*This preparation is supplied by the Tropic Drug Co., 
Fort Lauderdale, Florida. 


I am convinced that the interests of the 
patient are best served by an orderly labora- 
tory approach reached by consultation be- 
tween the clinician and the pathologist. There 
are many pitf«lls to the interpretation of ran- 
dom coagulation studies. I also believe that 
the clinician should institute such consulta- 
tion before therapy is begun. Therapy is judi- 
cious only when it is specific, and it also may 
confuse the interpretation of the results of 
laboratory tests. It is sometimes routine prac- 
tice to administer a favorite drug such as 
vitamin K or calcium salts, or to administer 
a blood transfusion, and only when these are 
ineffective is the patient referred to the lab- 
oratory for special studies. By that time diag- 
nosis is difficult, if not impossible. For these 
reasons, the proper clinical approach should 
first reveal whether or not an abnormality in 
hemostasis exists. This conclusion would natu- 
rally lead to proper investigations. The results 
of these investigations would then guide ra- 
tional therapy. 
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AMERICAN ACADEMY OF ORTHOPAEDIC SuRGEONS, MIAMI 
Beacn: Twenty-eighth annual meeting to be held at the 
Americana Hotel, January 8-13. Instructional courses 
will be presented January 9-12. For further information, 
write to: Central Office, American Academy of Ortho- 
paedic Surgeons, 29 East Madison Street, Chicago 2. 


University oF Kansas ScHoot oF Mepicine, Kansas 
City: Postgraduate courses for 1961, to be held at 
Battenfeld Auditorium: 

Neurology, January 19 

Mother and child, February 16 

The kidney, March 16 

The thyroid, April 20 
Programs in general medicine and surgery will be held 
monthly at the Southeast Kansas Tuberculosis Hospital, 
Chanute. For further information, write to: Department 
of Postgraduate Medical Education, University of Kansas 
School of Medicine, Kansas City 12. Monthly programs 
in general medicine and surgery also will be held at the 
Moila Temple, St. Joseph, Missouri. For further informa- 
tion, write to: Dr. John P. Mabrey, Plattsburg, Missouri. 
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UnIversITY OF OKLAHOMA MepIcAL CENTER, OKLAHOMA 
City: Short courses, at the medical school auditorium: 

Pediatric radiology (tentative), January 11 

Cerebral vascular disease, February 8 

Urologic symposium and C. B. Taylor lectureship, 

March 8 

Technics of cardiac resuscitation, April 12 
For further information, write to: Office of Postgraduate 
Education, University of Oklahoma Medical Center, 
Oklahoma City 4. 


THe University oF Texas PostGRADUATE SCHOOL OF 
MepicinE, Houston: Postgraduate courses: 
Current management of diabetes mellitus, Texas Medi- 
cal Center, January 15 
Diagnosis and treatment of infertility, The University 
of Texas M. D. Anderson Hospital and Tumor Insti- 
tute, January 19-21 
For further information, write to: Office of the Dean, 
The University of Texas Postgraduate School of Medi- 
cine, 410 Jesse Jones Library Building, Texas Medical 
Center, Houston 25. 
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Fractures of the Foot 


ROBERT G. THOMPSON 


Chicago 


Tue skeleton of the 
foot is composed of the 
talus, the calcaneus (os 
calcis), the tarsal na- 
vicular, three cunei- 
form bones, the cuboid, 
five metatarsal bones 
and 14 phalanges. Any 
or all of these may be 
fractured, or any two 
or more may dislocate, 
one on the other. The 
foot is a movable, ter- 
minal projection on an extremely long lever 
arm and as such is subject to twisting torques 
which may cause fractures, avulsions or dis- 
locations. The anterior part of the foot juts 
out beyond the main part of the body, and in 
this exposed position is subject to trauma 
from dropped objects. When a person falls 
from a height, the heel area of the foot 
absorbs the shock to a great extent, often re- 
sulting in injuries to the calcaneus. However, 
despite the many theoretical possibilities, only 
a few specific injuries constitute the majority 
of accidents to the foot. 


Fracture of the Talus 


The talus articulates not only with the tibia 
and fibula but also with the calcaneus and 


ROBERT G. 
THOMPSON 


December 1960 


Proper management of foot injuries re- 
quires observance of various anatomic, di- 
agnostic and therapeutic principles to avoid 
complications or the production of deform- 
ities more serious than the original dis- 
ability. Indications for open reduction of 
fractures, use of skeletal traction, and 
arthrodesis are cited. Some practical points - 
in application of casts and in rehabilitation 
are presented, such as correct molding, in- 
corporation of a walking heel in the cast, 
and use of various procedures to combat 
edema, stiffness and tendon-sheath adhe- 


sions after removal of the cast. 


tarsal navicular. Consequently, cartilage cov- 
ers a considerable amount of its surface, limit- 
ing the area through which blood vessels may 
enter the bone. 

Fracture of the neck of the talus (figure la 
and b) is one of the common injuries to this 
bone, the traumatic force often completely 
disrupting the blood vessels which enter 
through the neck of the bone and course pos- 
teriorly into the main part. A fracture through 
the neck of the talus may lead to aseptic ne- 
crosis or death of the main body of the talus. 
The incidence of aseptic necrosis following 
this type of fracture is so high that many 
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authorities favor immediate triple arthrodesis 
(fusion of the main body of the talus to the 
underlying calcaneus and navicular plus fu- 
sion of the calcaneus to the cuboid) or a sub- 
talar fusion (figure lc). The excellent blood 
supply of the calcaneus then aids in resupply- 
ing blood flow into the main part of the talus. 
If the bone is not revascularized, or if weight 
bearing is permitted before regeneration is 
complete, the body of the talus will gradually 
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FIGURE 1. a. Lateral roentgeno- 
gram of foot and ankle. Fracture 
through midportion of talus. 


b. Anteroposterior view. Disrup- 
tion of midfoot alignment. 


c. Lateral view four months after 
subtalar fusion. Note increased 
density of body of talus and sur- 
rounding osteoporosis. Weight 
bearing should be avoided until 
revascularization in the talus is 
complete. 


collapse. An incongruous talotibial joint will 
result, and traumatic arthritis of the ankle 
joint is the eventual outcome. 

Fractures of the body of the talus are rather 
rare because of the slippery nature of the 
cartilage-covered surfaces, but dislocations of 
the talotibial or talonavicular joint may result 
instead (figure 2a and b). A dislocation at 
the talonavicular joint often is quite difficult 
to reduce. It is often necessary to use skeletal 
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FIGURE 2. a. Anteroposterior roentgenogram of foot and ankle. Note disruption of ankle joint and dislocation of talo- 
navicular joint. 


b. Oblique view. Complete disruption of talonavicular and talocalcaneal joints. 


c. Reduction of dislocations with the aid of skeletal traction through the metatarsals. 


a 


. Oblique view showing restoration of talonavicular joint as well as the subtalar alignment. 
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traction with a wire through the metatarsals 
and a second countertraction wire through 
the posterior aspect of the calcaneus to effect 
reduction (figure 2c and d). If it is impos- 
sible to reduce the dislocation by this closed 
method, open reduction is necessary. If 
marked disruption of the blood vessels to the 
body of the talus has occurred subsequent to 
the dislocation, then, again, aseptic necrosis 
of the main body of the talus may result; how- 
ever, it is infrequent enough so that one can 
observe the foot by repeated x-rays. Aseptic 
necrosis will be noted by an apparent increase 
in the radiographic density of the talus. If this 
occurs, a triple arthrodesis might save the 
superior talar joint (talotibial or ankle joint) 
and obviate an ankle fusion. 


Fracture of the Calcaneus 


The calcaneus or os calcis, a long, rectangu- 
lar bone commonly called the heelbone, is 
most often injured by falls from a_height, 
when the weight of the entire body is forced 
upon it. A lateral roentgenogram of a normal 
calcaneus shows that its superior articular sur- 
face makes a 35 degree angle with a line 
drawn along the superior surface of the pos- 
terior half of the bone. This angle is known 
as the tuber joint angle (figure 3a). In a 
severe crushing injury to the calcaneus this 
angle often is decreased to the point where 
the entire top of the bone is flat (figure 3b). 
This usually indicates severe disruption of the 
subtalar (talocalcaneal) joint. In addition, an 
axial view or an angle anteroposterior view 
of the calcaneus will reveal that the bone is 
widened, sometimes to almost double its nor- 
mal width (figure 3c). This widening dis- 
places bone outwardly below the lateral mal- 
leolus and causes discomfort and disability 
in the subfibular region. 

Treatment of a fracture of the articular 
surface of the calcaneus ranges from a simple 
boot cast for six weeks with no reduction to 
open operation and propping of the depressed 
articular surfaces with bone grafts. In my ex- 
perience, a middle road has led to acceptable 
results. A closed reduction is made, attempt- 
ing to restore the tuber joint angle and to 
reduce the widening of the calcaneus through 
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its midportion. The latter is accomplished by 
applying a Bohler redresser clamp across the 
waist of the bone beneath the lateral and 
medial malleoli. With the skin on both sides 
protected by 1% in. of felt, the clamp of the 
redresser is rapidly screwed down to the width 
of the opposite (normal) ankle and then is 
released. If the maneuver is carried out quick- 
ly enough there usually is no danger of ne- 
crosis of the skin. 

Severe plantar flexion movements of the 
midportion of the foot often will restore some 
of the tuber joint angle. However, in most 
cases it is necessary to insert a heavy Stein- 
mann pin through the posterior part of the 
calcaneus and a second pin into the tibia. 
Traction is exerted between the two pins in 
an effort to bring the tuber joint to a more 
normal angle. The Steinmann pins can be in- 
corporated in a short leg cast, which is worn 
for about six weeks. The pins are then re- 
moved, and a new short walking cast is ap- 
plied and worn for another four to six weeks. 
Both casts are molded well beneath the mal- 
leoli in order to maintain the side-to-side com- 
pression of the calcaneus itself. X-ray evidence 
of loss of tuber joint angle and some widening 
of the bone is not inconsistent with a good 
clinical result; I have seen a number of pa- 
tients whose x-rays presented such evidence 
but who nevertheless had a good result—a 
functional foot and ankle and very little dis- 
ability or pain (figure 3b, c, d, e). However, 
if the tuber joint is flattened and there is 
widening of the waist of the calcaneus, it is 
likely that further difficulty will ensue, namely, 
traumatic arthritis of the subtalar or talocal- 
caneal joint. If this becomes a painful prob- 
lem, a secondary subtalar fusion or a triple 
arthrodesis usually will give the patient a 
stable, painless joint (figure 4). If the attend- 
ing physician has not been trained in these 
surgical procedures, he should refer the pa- 
tient to a surgeon who has had adequate ortho- 
pedic experience. 

Fractures through the posterior nonarticular 
area of the calcaneus usually are of an avul- 
sion type due to the pull of the Achilles tendon. 
If severe displacement is not present, such a 
fracture may be treated with a nonwalking 


POSTGRADUATE MEDICINE 


FIGURE 3. a. Normal tuber joint angle. 


b. Lateral roentgenogram of foot and ankle showing flattening of superior articular surface of calcaneus. 


c. Axial 45 degree views of the calcanei. Left foot normal. In right foot there is a fracture through the mid- 
portion of the calcaneus with widening and involvement of subtalar joint. 


d. Axial view of calcaneus showing healing of fracture with decrease in calcaneal widening. 


e. Lateral view. The tuber joint angle has been partly restored. It is still somewhat decreased, but patient 
is able to bear full weight and has no complaints referable to foot or ankle. 


cast for four to six weeks, with the foot in the 
equinus position. If the posterior fragment is 
displaced upward, traction may be applied to 
reduce and hold the fragment while healing 
takes place. A Steinmann pin is placed in the 
posterior fragment or just anterior to the 
Achilles tendon above the bony fragment. A 
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second pin placed in the proximal tibia af- 
fords adequate traction anchorage when in- 
corporated in a short leg cast (figure 5). Since 
the calcaneus is largely a cancellous bone, 
healing takes place very rapidly, and long 
periods in casts not only are unnecessary but 
should be avoided. After removal of the cast, 
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FIGURE 4. a. Lateral roentgenogram of foot and ankle. Flattening of superior aspect of calcaneus six months after 
fracture. Patient disabled by pain in foot on weight bearing. 


b. Fusion of talus to navicular, talus to calcaneus, and calcaneus to cuboid (triple arthrodesis). Patient 


asymptomatic with full weight bearing. 


ie the foot and ankle usually swell rather marked- 

ae ly, and one should control this swelling imme- 
diately with elastic bandages applied from the 
toes to the upper part of the calf; the bandages 
are reapplied several times a day. The patient 
should soak his foot and leg daily, and usually 
it is recommended that contrast soaks be used 
—i.e., in warm water for two to three minutes 
and then in cool water for a like period, al- 
ternating back and forth about 10 times. If 
wearing shoes brings persistent discomfort in 
the inferior aspect of the calcaneus, a sponge- 
rubber heel pad sometimes will give relief. If 

re lateral, side-to-side motion or inversion and 

| = eversion cause the discomfort, the subtalar 
joint probably is at fault and a triple arthro- 
desis may be necessary. 


Fracture of the Tarsal Navicular 


The tarsal navicular also is cancellous bone, 

its surface being largely covered by cartilage. 

a Fractures of this bone are likely to be of the 
. explosion type, with numerous fragments. 
Traumatic arthritis of the affected joint is a 

frequent complication. Because of the sur- 

roundings, it is rather difficult to mold the 

tarsal navicular back into position, but an 

effort should be made to do so. A walking cast 
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for six weeks followed by adhesive strapping 
for another two weeks usually gives adequate 
time for healing. If changes of a traumatic 
arthritic nature ensue, arthrodesis is indicated. 


Fractures of Cuboid and 
Cuneiform Bones 


The cuboid and cuneiform bones also have 
large cartilage-covered surfaces, and frac- 
tures are likely to be of the explosion type 
with a number of fragments. Again, closed 
molding of the fragments into normal align- 
ment is indicated, but fusion of the affected 
joint or joints should be carried out if trau- 
matic arthritic changes ensue and if pain can- 
not be controlled by any other method. 


Metatarsal Fractures 


One of the most frequent fractures in the 
foot involves the base of the fifth metatarsal 
and is due to avulsion of a fragment of bone 
by the pull of the peroneus brevis tendon. 
This tendon, attached to the base of the fifth 
metatarsal, proceeds proximally behind the 
lateral malleolus and up the lateral aspect of 
the leg to become affixed along the shaft of 
the fibula. It is injured most frequently in in- 
version injuries of the foot, much as an ankle 
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FIGURE 5. a. Axial roentgenogram of calcaneus. Fracture of posterior aspect without widening of bone beneath the 


lateral malleolus. 


b. Lateral view showing avulsion of nonarticular area of calcaneus and proximal dislocation of fragment. 


is sprained. The strong peroneal tendon does 
not rupture but pulls off a large or a small 
fragment of the base (figure 6). If the sepa- 
ration of fragments is not too great and if the 
patient is of a stolid type, a simple sprained- 
ankle type of strapping is applied and worn 
about three weeks. This prevents further pull 
of the peroneus brevis on the detached frag- 
ment, and healing should be rapid since can- 
cellous bone makes up this metatarsal base. 
If there is moderate separation of fragments 
or if the patient has a lot of discomfort, a 
walking cast for four weeks is an adequate 
solution. 

Transverse fractures of the shafts of the 
metatarsals usually are the result of dropping 
something on the foot. When oblique, they 
are due to excessive torsion force in the foot. 
If the deformity is not great and the align- 
ment is good, a molded walking cast for ap- 
proximately six weeks is a satisfactory solu- 
tion. If more than one or two metatarsals are 
involved and if there is a considerable degree 
of overriding, it is sometimes necessary to em- 
ploy traction through the affected toes with a 
walking plaster cast to maintain alignment. 
Open reduction sometimes is carried out with 
intramedullary wire fixation if the displace- 
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ment cannot be corrected by any other means. 

Fractures of the metatarsal necks also may 
occur. With the metatarsal head displaced into 
the sole of the foot, reduction must be accom- 
plished to prevent the formation of a painful 
callus in the region of the metatarsal head. 
An attempt at closed manipulation is indi- 
cated, but if it is unsuccessful an open reduc- 
tion with internal fixation is necessary. 

A “march” or fatigue fracture usually in- 
volves the neck of the second or third meta- 
tarsal and often presents a puzzling diagnostic 
picture (figure 7). The patient experiences 
pain in the affected area, and local tenderness 
is noted over the affected metatarsal, but an 
early x-ray may not reveal evidence of frac- 
ture. However, another x-ray taken two to 
three weeks later often will reveal formation 
of callus about the fracture site. This callus 
has been confused with osteogenic sarcoma, 
but this tumor is very unusual in this region. 

Treatment of a march or fatigue fracture 
usually consists of the use of a good metatarsal 
pad, although a walking plaster cast, well 
molded beneath the metatarsal arch, is indi- 
cated if the patient has a great deal of dis- 
comfort. X-rays taken four to six weeks after 
the onset often show a mature, slimmed-down 
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FIGURE 6. Anteroposterior roentgenogram of foot reveal- 
ing a fracture through the base of the fifth metatarsal. 
Patient was treated by adhesive strapping for three 
weeks. Adequate healing. 


callus which should allay fears of a malignant 
tumor. 


Fracture of the Sesamoid Bones 


Beneath the head of the first metatarsal lie 
two small sesamoid bones which are in the 
short flexor tendons. Occasionally a patient 
will complain of rather severe pain in this 
region following trauma, and an x-ray may 
reveal what appears to be a sesamoid fracture. 
One does well to remember, in these instances, 
that occasionally a congenital bipartite sesa- 
moid is present; but if the outline of the 
fragment is sharp and not rounded, a frac- 
ture probably has occurred. Treatment usually 
consists merely of placing a metatarsal bar 
across the sole of the shoe, using a sponge- 
rubber insole cut out to receive the end of 
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the first metatarsal, or both. Sometimes one 
is tempted to remove a sesamoid that is trou- 
blesome, but this may lead to a permanent 
disability more distressing than the initial 
difficulty. Removal of a sesamoid therefore 
should be done only in extreme cases. 


Phalangeal Fractures 


Phalangeal fractures or dislocations usually 
are caused by stubbing the toe while walking 
barefoot or by dropping something on the 
foot, for example, a bowling ball. These frac- 
tures may be oblique or transverse. Usually 
one can care for them adequately by taping 
the affected toes to adjacent normal toes, re- 
membering to pad the interphalangeal spaces 
with cotton or gauze to prevent maceration of 
the skin. If the terminal phalanx of a toe is 
fractured and there is hemorrhage beneath the 
nail, the nail should be drilled to allow escape 
of the subungual hematoma. 


Practical Points in Application 
of Casts and in Rehabilitation 


In most cases of fractures of the foot a cast 
is applied, and nearly always the foot is placed 
at a right angle to the tibia (figure 8a). Fol- 
lowing immobilization the foot joints usually 
are quite stiff, and if the foot is at a right 
angle to the leg the patient can walk with a 
relatively normal gait as soon as the cast is 
removed. However, if the foot is immobilized 
in a plaster cast in the equinus position and 
a considerable degree of stiffness is present 
afterward, and if there is contracture of the 
heel cord, the patient will not have a good 
gait in shoes. He will require many weeks 
of physical therapy in an effort to bring his 
foot back to the normal right angle. 

When a plaster cast is applied to the foot, 
the metatarsal arch should be molded with 
the thumb while the foot and leg are being 
held during the setting of the plaster. When 
the thumb is pressed into the region of the 
metatarsal neck, the palm of the hand will 
mold the medial longitudinal arch quite ade- 
quately, thus giving a normal contour to the 
sole or metatarsal part of the cast (figure 8b). 
Attention to this detail of application of the 
cast will help prevent problems involving the 
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FIGURE 7. a. Anteroposterior roentgenogram of forefoot. Patient complained of pain in area of second metatarsal. 
X-rays reported as normal. 


b. One month after onset of symptoms. Note callus formation about the shaft of the second metatarsal. 
Patient was referred because of an “osteogenic sarcoma” of the foot. 


c. Eight weeks later. Mature callus formation with healing. Diagnosis: fatigue fracture of second metatarsal. 
Patient’s symptoms subsided completely. 


FIGURE 8. a. Basic short nonwalking cast for injuries of foot and ankle. Note the right-angle position of foot to leg. 
Cast ends at the base of the toes to allow full flexion and extension of toes. 


b. View of sole of basic short cast. Note depression beneath metatarsal necks molded by surgeon’s left 
thumb, and molding of longitudinal arch made by surgeon’s left palm. These hollows are filled in when 
a walking heel is used. 


c. Rubber walking heel in basic short walking cast. Note position of heel in midportion of foot. 
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metatarsal or longitudinal arch resulting from 
lack of cast support. 

If a walking heel is to be incorporated in 
the cast, the hollows produced by the thumb 
and palm should be filled in, providing a flat 
platform on the bottom of the cast for the 
heel. The walking heel should be centered at 
the level of the navicular bone in the midline 
of the foot, and the bottom of the heel should 
be perpendicular to the line of the tibia so 
that the patient has a flat platform on which 
to step (figure 8c). The patient walks over 
the heel in a rocking motion. Weight bearing 
will help to prevent the bony osteoporosis that 
follows immobilization in a cast, and also will 
prevent some of the tendon-sheath fibrosis that 
limits future motion in foot and ankle. 

Rehabilitation following the removal of 
casts in foot injuries often is hampered by 
persistent edema and by stiffness of joints, as 
well as by adhesions in the tendon sheaths. 
These disabilities should be combated by 
whirlpool baths, contrast soaks, massage of 


foot and ankle, elastic bandages (from the 
base of the toes to the knee), and elevation 
of the leg to promote drainage. Active and 
passive exercises of the foot and ankle are also 
indicated after removal of the cast, to restore 
strength in the affected muscles, now shrunk 
and atrophied because of inactivity. A shoe 
should be worn as soon as possible, but bed- 
room slippers or soft shoes are prohibited or 
discouraged; they do not support the foot ade- 
quately and their use may lead to acute strains 
of the foot or to permanent deformities of the 
arch more troublesome than the original 
injury. 

If the patient has a considerable amount of 
pain and discomfort in walking, he may use a 
cane or crutch in the hand opposite to the 
injury to diminish the weight borne on the 
affected side. 

If correct principles are applied in the treat- 
ment of fractures and injuries of the foot, re- 
covery should be quite rapid after the casts 
are removed. 
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Some Interrelationships of the 
Endocrine and Nervous 
Systems in Children 


THOMAS H. SHEPARD AND GERALD LaVECK* 


University of Washington School of Medicine, Seattle 


A piscussion of the interrelationship of two 
organ complexes as complicated as the nerv- 
ous and endocrine systems must by necessity 
be brief, arbitrary and practical. The material 
to be presented will emphasize the clinical 
aspects of newer information and will be chief- 
ly concerned, because of our experience, with 
conditions that are seen more commonly dur- 


ing childhood. 


Anterior Pituitary 


There is good evidence that hypothalamic 
centers control the anterior pituitary by secre- 
tions conveyed there by portal vascular sys- 
tems.''* The presence of such a system helps 
to explain how a tumor such as a craniopha- 
ryngioma adjacent to the anterior pituitary 
usually causes decreased pituitary function, 
but may in a few patients produce the reverse 
condition (premature stimulation of the pitui- 
tary, with precocious puberty). The explana- 
tion for the first condition could be based on 
compression and interruption of the hypo- 
thalamic stimulation; the second condition 
may be explained on the basis of hypotha- 
lamic stimulation of the anterior pituitary 


*Department of Pediatrics, University of Washington School of Medi- 
cine, Seattle, Washington. 
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| The following observations are made to 
| show the interrelationship of the endocrine 
and nervous systems in children: 
Both precocious puberty and hypopitui- 
tarism may result from disorders of the 
anterior pituitary. 
Diabetes insipidus may be caused by in- 
activation of the posterior pituitary. About 
one-half of the children with this syndrome 
have a craniopharyngioma. 
Inadequate thyroid function during infancy 
may cause maldevelopment of the brain. 
| Hypoparathyroidism may be associated 
with calcification of the basal ganglions, 
| and has been known to cause intracranial 
| pressure with papilledema. 
| It is assumed that malformation of the 
| brain seen in association with defective 
development of the ovaries or testes is 
caused by some common teratologic agent 
acting during fetal development. 
The central nervous system is particularly 
susceptible to damage by hypoglycemia. 


without interruption of the sinusoids in the 
connecting stalk. 

Precocious puberty—True precocious pu- 
berty is most often idiopathic and unassoci- 
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ated with any demonstrable lesion of the nerv- 
ous system (table 1). This form of precocious 
puberty is always along fairly normal lines 
for the sex of the patient involved and is much 
more common in girls. Precocious puberty de- 
velops in a certain small proportion of chil- 
dren with cerebral palsy, brain tumors or post- 
infectious processes (such as meningitis and 


encephalitis) due to probable irritative hypo- 


thalamic lesions. This form is often associated 
with only moderately early onset of puberty. 
The precocious puberty described by McCune 
and Bruch*® and Albright et al.* is associated 
with flat, irregularly outlined, brown pigment- 
ed skin lesions, polyostotic bone lesions, and 
thickening of the base of the skull (figure 1). 
The last-mentioned condition, by encroach- 
ment on the tuber cinereum, may be the 
source of the stimulus for the pituitary. The 
typical skin lesion (coast-of-Maine spot) is 
often seen in persons who have no other symp- 
tom of the syndrome (figure 2). 
Hyperpituitarism with increased production 
of growth hormone is particularly rare and 
usually associated with an eosinophilic ade- 
noma, which causes enlargement of the sella 
turcica and compression of the optic chiasma. 
Elevated levels of fasting serum phosphorus 
are often present. 
Hypopituitarism—Suprasellar tumors, espe- 
cially craniopharyngiomas, often result in 
hypopituitarism (table 1). The craniopha- 
ryngioma, because of calcium deposits, can 
be seen on roentgenographic examination in 
80 to 90 per cent of cases, and a bitemporal 
hemianopsia is often produced by optic chi- 
asma pressure. Eight of 17 children with hy- 
popituitarism whom we studied had tumors. 
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Two other patients with hypopituitarism were 
involved in automobile accidents, and it is 
postulated that traumatic hypophysectomies 
resulted. Patients with tumors are more prone 
to have associated diabetes insipidus. 

The hypopituitarism in seven of the 17 pa- 
tients was classified as idiopathic; symptoms 
gradually developed toward the end of the 
first year of life, but no lesion to explain the 
condition was shown. None of this group had 
restricted visual fields or polyuria. 

The term Froehlich’s syndrome would best 
be discarded because it is so ill-defined in the 
minds of most physicians. As originally de- 
scribed,” it included a neoplastic hypothalamic 
lesion which caused stimulation of appetite, 
diabetes insipidus, and sex infantilism. In the 
monkey, lesions induced in the anterior hypo- 
thalamus or in the ventrocaudal portion of 
the thalamus and rostral tegmentum may pro- 
duce hyperphagia and secondary obesity. Al- 
though this particular situation is extremely 
uncommon, many physicians persist in using 
the term Froehlich’s syndrome to describe 
obese adolescent boys with slightly delayed 
adolescence. The presence of a large supra- 
pubic fat pad obscuring the penis has con- 
tributed in most cases to an erroneous impres- 
sion of small genital size. 

The Laurence-Moon-Biedl syndrome®’ is 
inherited, and typically includes hypogonad- 
ism, mental retardation, obesity, retinitis pig- 
mentosa and polydactyly or syndactyly (figure 
3). Diabetes insipidus is present in about 25 
per cent of the cases reported. The disease is 
probably inherited as a dominant. 


TABLE 1 


Precocious Puserty AND 
IN 36 PATIENTS 


ORIGIN PRECOCIOUS PUBERTY | HYPOPITUITARISM 
Idiopathic 12 (girls) | 7 
Organic 7 (5 girls) | 10 

Tumor | 8 
Injury | 2 
TOTAL 19 17 
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FIGURE 1. Roentgenogram showing thickening of the base 
of the skull in a patient with McCune-Albright syndrome. 


Posterior Pituitary 


Diabetes insipidus may result from inac- 
tivation of the anterior nuclei of the hypo- 
thalamus or the posterior lobe of the pituitary 
gland. Although one-half of the children with 
this syndrome have a craniopharyngioma or 
some other pathologic condition (Hand-Schiil- 


FIGURE 2. Coast-of-Maine 
spot seen in McCune-Al- 
bright syndrome. 
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ler-Christian syndrome ) as an etiologic agent, 
the remainder have no demonstrable lesion. 
Rare examples of an inherited form have been 
reported. In nearly all cases, a lateral x-ray 
of the skull will reveal the typical suprasellar 
calcification of a craniopharyngioma if pres- 
ent. Although the idiopathic form is associated 
with small stature, the growth failure observed 
with craniopharyngiomas is more complete. 
Varying degrees of bitemporal hemianopsia 
can be demonstrated in older children with 
suprasellar tumors. 

Nephrogenic diabetes insipidus simulates 
diabetes insipidus of central origin, but is 
caused by a congenital inability of the kidney 
tubules to conserve water; it does not respond 
satisfactorily to prrresstn®. Genetic expres- 
sion of this dominant is more obvious in the 
male infant, and because of early recognition 
of thirst the mother may refer to the affected 
child as a “water baby.” If the thirst is not 
recognized, chronic dehydration and hyper- 
natremia may cause irreparable damage to the 
central nervous system. The affected sibling 
of one of our patients was shown to have a 
thrombosis of the superior sagittal vein. 


Pineal Gland 


Preliminary investigations* in animals have 
suggested that the pineal gland may control 
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FicuRE 3. Laurence-Moon-Biedl syndrome, characterized 
by obesity, mental retardation, hypogenitalism and reti- 
nitis pigmentosa. 


the secretion of aldosterone from the adrenal 
cortex. This new hormone has been named 
glomerulotropin because of its effect on the 
zona glomerulosa of the adrenal cortex. Its 
presence may eventually lead to a more thor- 
ough understanding of certain salt-wasting 
syndromes associated with lesions of the cen- 
tral nervous system. 


Thyroid Gland 


Hyperthyroidism may simulate certain mus- 
cular dystrophies because of associated muscle 
weakness. The emotional lability seen in this 
condition often causes school authorities to 
recommend that the patient first should be 
examined by a psychiatrist. An elevated rest- 
ing pulse, widened pulse pressure, and en- 
larged thyroid are the most helpful diagnostic 
clinical findings; the diagnosis can be con- 
firmed by elevation of the serum protein- 
bound iodine (PBI). In our experience with 
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children who have hyperthyroidism, the level 
of the protein-bound iodine has been more 
helpful in diagnosis than has that of the 
butanol-extractable iodine (BEI); the PBI 
has revealed a more marked increase. 

Hypothyroidism in children (figure 4a and 
b) is nearly always primary, whereas in adults 
hypothyroidism secondary to decreased pitui- 
tary function is not uncommon. The difference 
may be accounted for by shorter duration of 
the hypothyroid symptoms in infancy and 
childhood. Early diagnosis is more common 
in children because of dramatic cessation of 
linear growth. Prompt diagnosis and adequate 
therapy of cretinism are of great importance, 
because the brain is susceptible to maldevelop- 
ment if thyroid function is inadequate during 
infancy. The tripling of the brain’s weight 
during the first year of life apparently requires 
thyroid regulation if development is to pro- 
gress along normal lines. Behavior disorders 
and many neurologic abnormalities in chil- 
dren with hypothyroidism may be related to 
central nervous system damage. These may 
include emotional lability, speech impediment, 
obsessive behavior, defects in abstract reason- 
ing, spasticity, hyperactive reflexes, tremors, 
and electroencephalographic changes. Hypo- 
thyroidism is not particularly dangerous in 
regard to mental retardation after the child 
is two years old. 

The promiscuous use of desiccated thyroid 
as a placebo for poor appetite, obesity, small 
stature and other common symptoms of child- 
hood has caused true hypothyroid symptoms 
to be overlooked frequently. In our experience 
the use of thyroid medication in euthyroid 
children is not associated with any measurable 
benefit, but frequently causes the attending 
physician to give up other, more fruitful ap- 
proaches to the problem. The early symptoms, 
signs and treatment of hypothyroidism have 
been well described.* "* We would like to point 
out to physicians who treat both children and 
adults that infants require doses of thyroid 
(34 to 2 gr.) that are much greater than 
would be expected in comparison with those 
required by adults.” 

When thyroid therapy is instituted before 
the child is three months old, the results in 
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FIGURE 4, a. Congenital athyreotic cretinism in a three month old 
child, illustrating the characteristic large tongue, puffy 


face and umbilical hernia. 


b. Same child at 28 months of age. Normal mental develop- 
ment was confirmed by psychometric examination. 


mental attainment are more optimistic (75 
per cent educable in regular classes). Par- 
ents should be warned against the encyclo- 
pedia’s definition of cretinism as a form of 
mental retardation. Pickering has shown re- 
duced brain weights and neuronal elements 
in untreated athyreotic monkeys. 


Parathyroid Gland 


Hypoparathyroidism in the untreated state 
may simulate chronic epilepsy with mental 
retardation. Carpopedal spasm and a positive 
Chvostek sign may aid in identification. Al- 
though not invariable, the association of con- 
sciousness with a generalized seizure may also 
suggest hypocalcemia. Adequate treatment 
will prevent further convulsions and often 
effects a moderate increase in intellectual abil- 
ities. Although the condition is not common, 
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we strongly recommend the determination of 
the serum calcium and phosphorus in the 
study of patients with seizures. Hypoparathy- 
roidism may be associated with calcification 
of the basal ganglions, and cases have been 
reported in which there has been increased 
intracranial pressure with papilledema.”* 

In pseudohypoparathyroidism, the basic de- 
fect is a congenital inability of the kidney 
tubules to respond to parathyroid hormone. 
The clinical and laboratory findings are simi- 
lar to those in idiopathic hypoparathyroidism, 
except that the children with pseudohypopara- 
thyroidism have short stature, a round face 
and abnormal shortening of the fingers and 
toes, particularly the fourth and fifth meta- 
carpals and metatarsals. Nearly all the patients 
have mild mental retardation." 

The treatment most commonly employed 
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for hypoparathyroidism and pseudohypopara- 
thyroidism is administration of large doses of 
calciferol (vitamin D,). Close supervision, 
with determinations of the serum calcium, is 
very important in order to prevent the danger- 
ous complication of hypercalcemia, which re- 
sults from overtreatment. 

Tetany of the newborn, which is in most 
part related to phosphate overloading of im- 
mature renal mechanisms, is associated with 
an unexplained slight increase in the inci- 
dence of central nervous system damage.” 

The neurologic signs and symptoms of hy- 
perparathyroidism are chiefly related to mus- 
cular hypotonicity, and they include weakness, 
constipation, nausea and vomiting. The mus- 
cular effects are probably secondary to nerve 
changes induced by increased concentrations 
of calcium ion. Polyuria is often present, and 
occasionally psychotic manifestations appear. 
Idiopathic hypercalcemia which occurs in 
childhood is often associated with mental 
retardation. 


Gonads 


Defective development of the ovaries or the 
testes may be seen in association with mental 
retardation, and the assumption is made that 
the maldevelopment of the brain results from 
a common teratologic agent acting during fetal 
development. Klinefelter’s syndrome is not un- 
common in mildly retarded male children.'*:'‘ 
Turner’s syndrome (gonadal dysgenesis) is 
associated with mild mental retardation in 
approximately 20 per cent of cases,'* com- 
pared with an incidence of mental retardation 
(1Q below 70) of about 3 per cent in the 
general population. It is of interest that micro- 
scopically observable changes in chromosome 
complement occur in these conditions.’**° It 
is believed that patients with Klinefelter’s syn- 
drome have an extra X chromosome (i.e., 
XXY) and patients with Turner’s syndrome 
lack an X chromosome (i.e., XO). 

The routine determination of the nuclear 
pattern of sex by the simpler method of Barr 
is indicated in all mentally deficient male 
children, particularly in those with mild re- 
tardation who may be attending special edu- 
cation classes in the community. Although no 
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specific treatment of the intellectual deficit in 
Klinefelter’s syndrome is available, parents 
can be more effectively counseled when a 
specific diagnosis is made. 


Adrenal Gland 


In Addison’s disease, unconsciousness or 
convulsions or both may result from a hypo- 
glycemic state. Children with Addison’s dis- 
ease are especially prone to convulsions from 
fever or water intoxication. 

The mechanism connecting corticoid and 
ACTH therapy to emotional illnesses is not 
known. Pheochromocytomas may damage the 
brain by way of cerebral hemorrhage. The 
adrenal medulla is under direct sympathetic 
control by the central nervous system, and 
the signs and symptoms associated with epi- 
nephrine and norepinephrine are well known. 

The central nervous system is particularly 
susceptible to damage by hypoglycemia be- 
cause neurons require glucose for their oxida- 
tive processes. In childhood hypoglycemia is 
most often of the idiopathic type*’ and re- 
sponds to adrenal steroids or ACTH. In adults 
however the most common form is due. to 
islet-cell tumor of the pancreas. The diffuse 
or focal neuronal lesions that result may cause 
epilepsy, mental retardation or personality 
changes. 
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Stable Bronchogenic Carcinoma 


RICHARD K. HUGHES AND BRIAN BLADES* 


George Washington University School of Medicine, Washington, D.C. 


Periopvic roentgenographic examination of 
the chest is a valuable means of detecting 
cancer of the lung. The discovery of an ab- 
normal intrapulmonary opacity is generally 
regarded as a cue to appropriate diagnosis 
and treatment. If repeated roentgenographic 
examination reveals that a previously dis- 
covered intrapulmonary opacity is enlarging, 
the opacity often is considered representative 
of a malignant growth. The initiation of stand- 
ardized measures of diagnosis and treatment 
is the rule. In contrast, an intrapulmonary 
opacity that has remained fixed in size for a 
prolonged period is frequently observed with 
complacence. An alarming belief is prevalent 
that pulmonary lesions that do not enlarge 
in months or years are benign. 

Increasing experience in the management 
of cancer of the lung has led to evidence that 
an abnormal intrapulmonary density that does 
not enlarge for a prolonged period is not neces- 
sarily benign. Davis, Peabody and Katz’ re- 
ported a case in which a solitary pulmonary 
nodule did not show any roentgenographic 
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Five cases are presented in which repeated 
roentgenographic examinations were made 
of intrapulmonary noncalcified opacities 
which remained stable in size for an aver- 
age of three and a half years. 

In each case, following a prolonged ob- 
servation period, the lesion was found to 
be a primary malignant tumor of the lung. 
A plea is made for histologic diagnosis of 
all persistent, apparently static, noncalcified 
intrapulmonary opacities. 


evidence of enlargement for eight years but 
then began to enlarge. When the tumor was 
removed, it was found to be an undifferen- 
tiated carcinoma. Storey, Grant and Roth- 
mann” reported a case in which a discrete, 
calcified, circular lesion in the upper lobe of 
the right lung remained constant in size for six 
years before enlargement occurred. The lesion 
was removed subsequently, and it was found 
to be a well-differentiated adenocarcinoma. 
Arany* reported a case in which a bronchiolar 
carcinoma remained stationary in size for 
three years and was removed 12 years after it 
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RICHARD K. HUGHES BRIAN BLADES 
first was disclosed by roentgenographic ex- 
amination. Storey, Knudtson and Lawrence* 
cited a case in which a bronchiolar carcinoma 
of the lung remained unchanged in size for 16 
months but then spread to all five lobes of the 
lungs within four months. 


Case Reports 


We shall report five cases in which malig- 
nant lesions of the lung remained constant in 
size for an average of three and a half years 
before increase in size occurred or before 
definite diagnoses were made. 

Case 1—A roentgenogram of the chest dis- 
closed a radiopaque lesion in the upper lobe 
of the right lung of a 54 year old man (figure 
1). Repeated roentgenographic examination 
did not reveal any increase in the size of the 
lesion. Neurologic symptoms developed two 
and a half years after the pulmonary lesion 
first was observed. A right temporal lobectomy 
was performed to remove a metastatic mucin- 
ous adenocarcinoma. Careful examination did 
not show a primary adenocarcinoma of the 
gastrointestinal or the genitourinary tract. The 
postoperative course was excellent and there 
was no residual neurologic deficit. 

Since complete removal of the metastatic 
lesion of the brain seemed likely, attention 
was directed toward the lesion in the upper 
lobe of the right lung. Roentgenographic ex- 
amination did not show any increase in the 


size of the pulmonary lesion two years and — 


nine months after it first was observed (figure 
2). The upper lobe of the right lung was re- 
moved at that time. It contained a discrete, 
papillary, mucin-producing bronchiolar car- 
cinoma which was 3 cm. in diameter. Vascular 
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FicuRE 1. Case 1. Initial roentgenogram showing a radio- 
paque lesion in the upper lobe of the right lung. 


FIGURE 2. Case 1. Roentgenogram made two years and 
nine months after the one shown in figure 1. There has 
not been any increase in size of the radiopaque lesion. 


invasion had occurred, and the tumor had 
metastasized to the hilar and the paratracheal 
lymph nodes. 

A course of nitrogen mustard was adminis- 
tered by the intravenous route. When this 
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paper was written, the patient was responding 
satisfactorily, but he was not considered cured. 

Case 2—A roentgenogram of the chest dis- 
closed a poorly defined abnormal density at 
the level of the second interspace in the right 
lung of a 50 year old man (figure 3). Roent- 
genographic examination did not reveal any 
increase in the size of the density in the next 
33 months (figure 4). A laminagram showed 
that the lesion was situated in the anterior 
portion of the upper lobe of the right lung 
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FIGURE 3. Case 2. Initial roentgenogram showing a 
poorly defined radiopaque lesion in the upper lobe of 
the right lung. 


FIGURE 4. Case 2. Roentgenogram made 33 months after 
the one shown in figure 3. There has not been any 
increase in the size of the radiopaque lesion. 


FIGURE 5. Case 2. Laminagram made at the same time 
as the roentgenogram shown in figure 4. It shows that 
the lesion is situated in the anterior part of the upper 
lobe of the right lung. 


(figure 5). The lesion apparently did not con- 
tain any calcium. The results of histoplasmin 
and tuberculin tests were negative. 

The upper lobe of the right lung was re- 
moved. The lesion was an adenocarcinoma in 
the anterior part of the lobe. Vascular in- 
vasion had not occurred, and the tumor had 
not metastasized to the hilar lymph nodes. It 
was believed that the lobectomy might be 
considered curative. 

Case 3—A roentgenogram of the chest dis- 
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FIGURE 6. Case 3. Initial roentgenogram showing a 
poorly defined radiopaque lesion in the lower lobe of 
the left lung. 


FIGURE 7. Case 3. Roentgenogram made six months after 
the one shown in figure 6. There has not been any in- 
crease in the size of the radiopaque lesion. 


FIGURE 8. Case 3. Angiocardiogram made nearly four 
years after the roentgenogram shown in figure 6. The 
lesion is more apparent than it is in the roentgeno- 
grams shown in figures 6 and 7. 


closed a poorly defined radiopaque lesion of 
the lower lobe of the left lung of a 47 year 
old woman (figure 6). Six months after the 
lesion first was observed, the patient was ad- 
mitted to the George Washington University 
Hospital. Roentgenographic examination 
showed that the lesion had not increased in 
size in the previous six months (figure 7). 
Bronchoscopy did not disclose any significant 
abnormality. The patient refused to undergo 
an exploratory thoracotomy. 
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Nearly four years after the lesion first was 
observed, the patient again was admitted to 
the hospital. Roentgenographic examination 
revealed that the lesion had not increased in 
size. The density was more apparent in an 
angiocardiogram that was made by using a 
Bucky diaphragm, a heavy exposure and an 
oblique projection (figure 8). The result of a 
tuberculin skin test was negative. 

Thoracotomy revealed that the lesion in 
the lower lobe of the left lung had extended 
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across the fissure and had involved the upper 
lobe. The left lung was removed. Pathologic 
examination revealed that the tumor was an 
adenocarcinoma. It had metastasized to six 
of the hilar lymph nodes, and vascular in- 
vasion had occurred. 

The patient died three months after pneumo- 
nectomy was performed (50 months after 
roentgenographic examination first had dis- 
closed the lesion). Necropsy revealed metastat- 
ic carcinoma in the left cerebellar hemisphere 
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FIGURE 9. Case 4. Initial roentgenogram showing in- 
filtration of the lower lobe of the left lung and a 
poorly defined radiopaque lesion in the upper lobe of 
the right lung. 


FIGURE 10. Case 4. Roentgenogram made 52 months 
after the one shown in figure 9. There has not been 
any increase in the size of the radiopaque lesion in the 
upper lobe of the right lung. 


FIGURE 11. Case 4. Roentgenogram made five and ‘a 
half years after the one shown in figure 9. It shows 
diffuse infiltration in the upper lobe of the right lung. 


and in the right parietal lobe of the brain. 
Case 4—Roentgenographic examination of 
the chest indicated infiltration of the lower 
lobe of the left lung and a poorly defined 
radiopaque lesion in the upper lobe of the 
right lung of a 79 year old man. This lesion 
of the upper lobe was behind the first rib and 
extended into the first interspace (figure 9). 
Repeated x-ray examination did not reveal 
any increase in the size of the lesion in the 
next 52 months. A roentgenogram that was 
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FIGURE 12. Case 5. Initial roentgenogram showing a 
poorly defined radiopaque lesion in the lower lobe of 
the right lung. 


FIGURE 13. Case 5. Roentgenogram made four and a 
half years after the one shown in figure 12. There has 
not been any increase in the size of the radiopaque 
lesion in the lower lobe of the right lung. 


FIGURE 14, Case 5. Roentgenogram made six months 
after the one shown in figure 13. The entire field of the 
right lung is opaque. 


made at the end of this period was darker 
than those that had been made previously 
(figure 10). In this roentgenogram, the lesion 
was more apparent than it had been previous- 
ly, but it had not increased in size. Five and 
a half years after the lesion first was observed. 
roentgenographic examination revealed diffuse 
infiltration in the upper lobe of the right lung 
(figure 11). At the same time. biopsy of a 
scalene lymph node on the right side dis- 
closed metastatic epidermoid carcinoma. The 
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patient died 67 months after the pulmonary 
lesion first was observed. Permission for 
necropsy was not obtained. 

Case 5—Roentgenographic examination of 
the chest revealed a poorly defined radiopaque 
lesion in the lower lobe of the right lung of 
a 62 year old woman (figure 12). Repeated 
roentgenographic examination did not show 
any increase in the size of the lesion in the 
next four and a half years (figure 13). In a 
roentgenogram made five years after the le- 
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sion first was observed, the entire field of the 
right lung was opaque (figure 14). Broncho- 
scopic biopsy of the carina disclosed a poorly 
differentiated adenocarcinoma. The tumor was 
considered inoperable, and palliative treat- 
ment was used. The patient died at her home, 
and necropsy was not performed. 


Comment 


The radiopaque lesion of the lung did not 
definitely enlarge for two years and nine 
months in cases | and 2, for almost four years 
in case 3, for 52 months in case 4, and for 
four and a half years in case 5. 

An epidermoid carcinoma of the lung was 
present in one case (case 4), and an adeno- 
carcinoma was present in four cases (cases 
1, 2, 3 and 5). Microscopic examination of 
the tumors that were removed did not reveal 
any evidence of calcification or inflammation. 
This is partial evidence that the opacities of 
the lungs were not initially due to inflamma- 
tion. None of the radiopaque lesions were 
discrete and circular, although the literature 
contains reports of cases in which malignant 
lesions of this type have remained constant 
in size for prolonged periods.'* In all of the 
five cases, the roentgenographic opacity was 
diffuse (“soft”). Roentgenographic examina- 
tion did not reveal evidence of calcification 
of the tumor in any of the cases. 

In three of the five cases (cases 3, 4 and 
5), the patients died of cancer of the lung. 
In one case (case 2), the patient possibly has 
been cured. The patient in case 1 was well 
when this paper was written, but he probably 
has residual metastatic carcinoma of the lung. 
This patient and the three patients who died 
possibly might have been cured if an opera- 
tion had been performed early in the course 
of the disease. 

Most radiopaque lesions of the lung that 
remain constant in size for long periods are 
benign. Although many malignant tumors of 
the lung enlarge and spread rapidly, an un- 
known percentage of such tumors remain 
quiescent and constant in size for a prolonged 
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period. It is recommended that all radiopaque 
lesions of the lung that persist for months or 
years be subjected to histologic diagnosis. One 
exception to this recommendation deserves 
emphasis, namely, a radiopaque lesion that is 
completely calcified or contains laminations 
of calcium.’ To our knowledge, no calcified 
pulmonary lesion of this type has been found 
to be malignant. A number of partially calci- 
fied malignant tumors of the lung have been 
reported.''*** Partial calcification cannot be 
relied on as conclusive proof that the tumor 
is benign. At present, radiopaque lesions of 
the lung that are totally calcified or contain 
laminations of calcium appear to be benign. 

Positive skin tests for the various granulo- 
mas should not be used as diagnostic substi- 
tutes for microscopic examination in cases in 
which the possible presence of a malignant 
tumor of the lung is suspected. Any program 
of “watchful waiting” or “planned procrastina- 
tion” in a case in which a radiopaque lesion 
of the lung is not completely calcified or does 
not contain laminations of calcium must be 
questioned on the basis of the evidence that 
is presented. 
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The Role of Chrysotherapy in 
Active Rheumatoid Arthritis 


TWENTY-FIVE YEAR EVALUATION 


JOSEPH E. ALLEGRETTI* 


Grant Hospital, Chicago 


En 1949, at the Seventh 
International Congress 
on Rheumatic Diseases, 
held in New York, a 
panel of distinguished 
rheumatologists from 
various countries was 
asked, “What is the 
best treatment for rheu- 
matoid arthritis at pres- 
ent, taking into account 
that ACTH and corti- 
sone are available?” 
They answered, “Treatment with gold salts.” 
Today, after more experience with the adrenal 
and corticotropic hormones, the answer is still 
the same. 

A voluminous and conflicting literature on 
the subject of treatment of arthritis with gold 
salts has accumulated since chrysotherapy was 
first used by Lane and Piek-in Germany in 
1927 and since Forestier’s report in 1929. The 
first papers in the American literature describ- 
ing the use of gold salts in arthritis appeared 
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Patients of all ages and with all stages of 
active rheumatoid arthritis can be treated 
successfully with gold salts over long pe- 
riods without deleterious effects. Judicious 
| selection of the proper weekly dose and the 
maintenance dose is most important. The 
| weekly dose should not exceed 50 mg. A 
course of 20 to 22 weeks usually suffices to 
produce a remission. Careful observation 
of the patient, with weekly urinalysis and 
regular inspection of the mucous mem- 
branes of the mouth and throat, is essential. 


in 1936. In 1947, ““New and Nonofficial Rem- 
edies” for the first time listed them as accept- 
able for use in treatment of active rheumatoid 
arthritis, stressing caution and the administra- 
tion of the lowest possible dosage consistent 
with good results. 

Physicians favoring chrysotherapy have 
stressed the benefit to the majority of patients 
so treated. Others have opposed the use of 
this heavy metal because of its potential tox- 
icity. Severe and even fatal side reactions have 
been reported. Mild dermatitis, diffuse stoma- 
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titis or small ulcers in the mouth have been 
seén. Occasionally, persistent exfoliative der- 
matitis has occurred. Severe itching is com- 
mon to all these reactions. Dangerous visceral 
involvement, such as nephritis and hepatitis, 
has been observed, and several instances of 
fatal colitis and blood dyscrasias, such as 
thrombocytopenic purpura, have been de- 
scribed. Yet one cannot escape the fact that 
gold salts do help patients with rheumatoid 
arthritis and would be used more extensively 
were it not for the untoward side effects. 

Most untoward reactions to chrysotherapy 
can be aborted quickly by discontinuing the 
use of gold if the patient is observed carefully 
and if frequent examinations of the urine and 
blood are made. British anti-lewisite (BAL) 
has proved highly successful in treatment of 
severe reactions. 

Proper dosage is most important in the use 
of gold salts, and to select the appropriate 
dosage one must have an understanding of the 
manner in which gold is excreted. The mecha- 
nism of the beneficial effect of gold in treat- 
ment of rheumatoid arthritis is not clear, and 
therefore its use is more or less empiric. From 
70 to 80 per cent of the gold is excreted in 
the urine, and most of the remainder is ex- 
creted in the feces at a much slower rate. 
When gold salts are injected weekly, the rate 
of excretion is slower than the rate of injec- 
tion. Therefore, a small amount is retained 
for long periods in the skin, kidneys, liver 
and circulation, in that order. Usually, de- 
tectable amounts of gold disappear from the 
urine and feces within four to six weeks after 
the last injection. This cumulative characteris- 
tic of gold must be borne in mind constantly. 
The smaller the weekly dose, the faster is the 
complete elimination from the system. 

The treatment of a chronic disease like 
rheumatoid arthritis for an indefinite period 
places a heavy burden on the patient. Most 
gold compounds commonly used are highly 
soluble in water and body fluids. They are 
available in powder form, in aqueous solutions, 
or in oily suspensions. In whatever form they 
are administered, they are brought into the 
circulation rapidly. Once incorporated into 
the body, they remain in circulation pending 
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storage or excretion, and additional quantities 
are added from amounts stored in the body 
following each injection. I believe that this 
fact may be responsible for the high incidence 
of toxic reactions to gold therapy and makes 
the safe use of large doses impossible. 


Twenty-five Year Evaluation 
of Chrysotherapy 


In 1935, I decided to treat rheumatoid 
arthritis with gold compounds, both at the 
Arthritis Clinic of Grant Hospital and in pri- 
vate practice, expecting to give adequate ther- 
apeutic doses without exposing the patients 
to grave danger. The gold salts I have used 
over this 25 year period have ranged from 
the highly toxic aqueous solutions which had 
to be given intravenously to the oily suspen- 
sions to the aqueous intramuscular solution 
MYOCHRYSINE® (gold sodium thiomalate) 
used at present. I soon learned that the proper 
quantity of available gold in the preparation, 
both in the individual doses and in the total 
dosage, is the important factor in producing 
a remission. 

Before treatment with gold salts was start- 
ed, each patient had a complete physical ex- 
amination, which included pelvic and rectal 
examinations. Proctoscopic study was made 
when indicated. Routine laboratory work-up 
included a complete blood count and urinaly- 
sis, determination of erythrocytic sedimenta- 
tion rate, Kahn test, and roentgenograms of 
the most severely affected joints. Measure- 
ments of blood constituents such as uric acid, 
nonprotein nitrogen, glucose and cholesterol 
were made when indicated because of some 
special problem. . 

Patients who had a history of diabetes mel- 
litus, nephritis, ulcerative colitis or blood 
dyscrasia were not included in the series, nor 
were patients who responded to conservative 
measures. Only patients who presented a pro- 
gressive form of definite rheumatoid arthritis 
in different stages of deformity, pain and stiff- 
ness were selected for the study. 

Over the 25 year period, 213 patients (143 
women and 70 men) were treated with gold 
preparations. Their ages ranged from 25 to 
54 years and the duration of their illness from 
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TABLE 1 


RESULTS OF CHRYSOTHERAPY IN 213 Cases 
oF Active RHEUMATOID ARTHRITIS 


NUMBER OF 


PATIENTS CLASS 


\farked improvement 122 I 
Some improvement 71 Il 


No improvement (but no 
deterioration ) 18 Ill 


Therapy discontinued (no 
improvement) 2 IV 


| to 20 years. Only patients classified in classes 
II] and IV and stages I through IV who did 
not respond to aspirin, physiotherapy and 
proper exercises were started on chrysother- 
apy. The definitions of these stages and classes, 
recommended by the American Rheumatism 
Association, can be summarized briefly as 
follows: stage I, slight swelling and pain; 
stage II, swelling, pain and some deformity; 
stage III, marked deformity with pain and 
swelling; stage IV, severe contracture deform- 
ities; class 1, able to work; class II, able to do 
some work; class III, unable to work; class 
IV, bedridden. All the patients were followed 
for at least five years. 

The first weekly dose was 10 mg., injected 
intramuscularly deep in the upper quadrant 
of the gluteal region. The second week the 
dose was 25 mg., and the third week 50 mg. 
The patients were instructed to report any ill 
effects immediately. They were told not to 
wait until their next scheduled visit to come 
in if they had a skin rash, sore throat or any 
other untoward effect. Each patient was also 
questioned in detail before each injection, to 
elicit any toxic reactions he may have over- 
lookec. When an oily preparation was used, 
the vial was warmed to body temperature and 
shaken well to insure complete resuspension 
of the material before injection (this is un- 
necessary with the clear aqueous solution used 
at present). 

After the third week, dosage was individ- 
ualized according to the therapeutic response. 
If no untoward reactions were observed, the 
weekly dosage of 50 mg. was continued for 


December 1960 


five to six weeks more. If beneficial results 
were evident after this period, the dosage level 
was maintained at 50 mg. per week. If no 
improvement was noted, 75 mg., 100 mg. or 
more was administered until definite improve- 
ment occurred or mild signs of toxicity ap- 
peared. (Later, these larger doses were dis- 
continued in favor of a maximal weekly dose 
of 50 mg.) 

The total dosage of gold salts ranged from 
a minimum of 500 mg. to a maximum of 1500 
mg., and the course of treatment varied from 
10 to 30 weeks. The average amount of gold 
necessary for a good therapeutic response was 
about 1000 mg. administered over a period 
of 22 weeks. A weekly urinalysis was done for 
every patient during the course of treatment, 
to detect albumin and red blood cells. 

It was customary in the past to stop chryso- 
therapy at the stage of maximal improvement 
and to begin another course in three to six 
months or sooner if signs of relapse appeared. 
However, in this series I attempted to arrive 
at a maintenance dose for each patient which 
could be administered the year around if nec- 
essary with benefit and without toxic effects. 
I found that a maintenance dose of 25 to 50 
mg. every three to four weeks produced the 
best results in the greatest number of patients 
and the minimum of relapses. Usually the size 
of the maintenance dose depended on the 
maximal treatment dose. For example, pa- 
tients who had received 50 mg. weekly dur- 
ing the course of treatment were maintained 
satisfactorily on monthly doses of 25 mg., and 
the ones who had received 75 to 100 mg. 
weekly were maintained on doses of 50 mg. 
monthly. 

Of the 213 patients treated with gold salts, 
122 showed marked improvement, which 
means complete disappearance of most symp- 
toms, almost complete restoration of function- 
al capacity, and resumption of gainful occupa- 
tion. Some improvement was noted in 71 
additional patients, who had some residual 
stiffness but were able to work (table 1). All 
of these 193 patients were advanced to classes 
I and II. Eighteen patients did not receive 
benefit from chrysotherapy, but there was no 
deterioration in their condition. Therapy was 
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discontinued in two cases, in one because of 
petsistent stomatitis and in the other because 
of recurrent erythema. 

The maintenance dose was administered 
once a month for the first year, every two 
months the second year, and every three 
months the third year. After that, gold was 
withheld pending evidence of a beginning re- 
lapse. Thirty-five of the markedly improved 
patients relapsed after three years, and seven 
of the 71 patients who were somewhat im- 
proved relapsed after two years. Thus, 193 
of the 213 patients were able to continue 
working or attend to household duties without 
untoward effects. 

The same vigilance was maintained and the 
same precautions were taken during the pe- 
riod of maintenance therapy as during the 
initial course of treatment. The patients were 
constantly alerted to the possibility of side 
effects. Blood counts were made routinely 
every month and erythrocytic sedimentation 
rates were determined every three months, 
even for apparently well patients. Supportive 
measures for all patients consisted of proper 
nutrition, adequate rest, exercise and main- 
tenance of as normal a blood picture as 
possible. 

Severe toxic reactions were not encountered 
in any of the 213 patients treated with gold, 
although they received many injections and 
large amounts of gold. The individual injec- 
tions totaled more than 4000 and represented 
200,000 mg. of gold salts. A pruritic erythema 
developed in six cases, transient albuminuria 
in six, and mild stomatitis in six. In each of 
these cases chrysotherapy was interrupted for 
two to four weeks and then resumed with half 
the former dosage. It is interesting to note 
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that these 18 patients who had transient side 
effects and whose course of therapy had to 
be interrupted were the ones who showed no 
improvement and no deterioration. 


Summary 


Two hundred and thirteen patients with ac- 
tive rheumatoid arthritis (all stages, classes 
IIIf and IV) were treated with gold salts over 
a 25 year period. Subjective and objective 
improvement (relief of pain and increased 
mobility of joints, respectively) sufficiently 
striking to convince myself and to impress the 
patient was observed in 193 patients, all of 
whom advanced to classes I and II. No severe 
toxic reactions were encountered. Therapy 
was discontinued in only two cases, in one 
because of persistent stomatitis and in the 
other because of recurrent erythema. Careful 
observation of the patient at all times is neces- 
sary to detect side reactions and prevent toxic 
effects. Weekly urinalysis is a must. There 
are no withdrawal symptoms, and the patient 
is not subjected to hormonal imbalance. 
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Fluorescence Microscopy for 
Cytodiagnosis of Cancer 


FELIX D. BERTALANFFY* 


University of Manitoba Faculties of Medicine 
and Dentistry, Winnipeg, Manitoba 


Exro itive cytology 
is one of the most read- 
ily available means for 
diagnosing cancer. A 
small sample of body 
secretions or excre- 
tions, smeared on mi- 
croscope slides, is 
usually sufficient for a 
diagnosis. However, 
considerable training 
and experience are re- 
quired for evaluating 
exfoliative specimens by conventional meth- 
ods. In the following discussion, a relatively 
new method, using fluorescence microscopy. 
is described. This method allows prescreening 
of routinely collected exfoliative samples by 
the physician or technician relatively un- 
trained in cytology. In the hands of the cy- 
tologist, it serves as a rapid procedure for the 


FELIX D. 
BERTALANFFY 


*Department of Anatomy, University of Manitoba Faculties of Medi- 
cine and Dentistry, Winnipeg, Manitoba, Canada. 


This work was supported by research grants from the National Cancer 
Institute of Canada, Toronto, and the Damon Runyon Memorial Fund 
for Cancer Research, New York. 


December 1960 


Acridine-orange fluorescence microscopy 
for cytodiagnosis of cancer introduces new 
cytochemical criteria based on the increase 
of nucleic acids in malignant cells. 
Application of this technic results in a high- 
ly polychromatic picture which conspicu- 
ously reveals the presence of suspicious or 
malignant cells. Morphologic diagnostic 
criteria are clearly presented for cytologic 
evaluation. 

The procedure may be performed quickly 
and by relatively untrained personnel. The 
results achieved equal those obtained with 
conventional cytodiagnostic methods. 


final evaluation of the cytologic specimens. 

The acridine-orange fluorescence method 
for detecting malignant cells in exfoliative 
material was introduced in recent years; it 
was developed first for the diagnosis of ma- 
lignancies of the female genital tract.’* Re- 
cently, its use has been expanded to the entire 
field of exfoliative cytology.*‘ The method is 
widely used, and many laboratories have ob- 
tained excellent results. This discussion is 
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TABLE 1 


COMPARISON OF DIAGNOSES BY THE ACRIDINE-ORANGE TECHNIC AND BY 
PAPANICOLAOU’s METHOD IN GYNECOLOGIC MATERIAL 


METHOD 
CASES CLASS OF MALIGNANCY Acridine-orange Papanicolaou’s REMARKS 
technic method 

1,750" 3 58 | 40 

band 5 23 | 21 
1,037" 3 2 — Malignancies of 

4 and 5 3 | — classes 3 and 4 

| confirmed by biopsy 

1,986'' 3 19 | 13 | Positive reactions 

4 and 5 8 | 8 confirmed by biopsy 
2,689" 3 | ll 

4 and 5 2 2 
1200" 3 35 29 Positive reactions 
aes 4 and 5 26 | 26 confirmed by biopsy 

TOTAL 8,662 | 


prompted by the need to provide a brief guide 
for physicians, clinicians, cytologists and cyto- 
technicians interested in using this method. 
To my knowledge, the fluorescence method 
has been used in 25,000 cases. To test its 
reliability, diagnoses with the acridine-orange 
fluorescence technic have been compared with 
those obtained on similar material by conven- 
tional diagnostic procedures (Papanicolaou’s 
method; the hematoxylin-eosin stain). Includ- 
ed in these comparisons have been diagnoses 
made by (1) examining material from the 
female genital tract, selected to represent a 
maximal number of suspicious or outright ma- 
lignant cases,” (2) screening asymptomatic 
women for gynecologic malignancy,* (3) ex- 
amining routine hospital material comprising 
a variety of exfoliative specimens,***' and 
(4) examining patients in the gynecologist’s 
office.'** These are all the usual applications 
of exfoliative cytology. In all investigations in 
which the fluorescence method was used for 
final diagnosis, based on both cytochemical and 
morphologic criteria, the reliability of the 
method equaled that of conventional cytodiag- 
nostic technics.?"*:*'":?*:"* Table 1 shows a 
comparison of the diagnoses obtained in 8,662 
cases by Papanicolaou’s method and by the 
acridine-orange technic in five investigations 
in different laboratories. All class 4 and 5 
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malignancies were diagnosed by the fluores- 
cence method. The number of cases of sus- 
picious cells (class 3) diagnosed usually is 
somewhat larger with the fluorescence method. 
It has not yet been established whether this 
actually implies an earlier recognition of ma- 
lignant changes or is due to accentuation of 
atypical features by cytoplasmic fluorescence. 
Both factors possibly may contribute to the 
larger number of suspicious cases generally 
diagnosed by the fluorescence method. 

The fluorescence method presents the fol- 
lowing advantages. Application of only one 
dye results in a highly polychromatic picture 
which conspicuously reveals the presence of 
suspicious and malignant cells. Morphologic 
diagnostic criteria are clearly presented for 
cytologic evaluation. This method requires 
only six minutes for preparing a specimen for 
examination with the microscope, and a diag- 
nosis may be obtained 10 minutes after the 
specimen has been collected. The exigencies 
and the time necessary for cytologic training 
in this method are much less than those re- 
quired in standard methods. Prescreening can 
be performed by physicians or technicians 
without particular training in exfoliative cy- 
tology. Thus, cytologic evaluation is possible 
in private practice. Before this technic was 
developed, most physicians had to rely on the 
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-ervices of a clinical laboratory or, because 

«! the high cost involved in submitting speci- 

‘wens routinely to a cytologic laboratory, had 
forego cytodiagnosis completely. 


Cytochemical Basis of the 
Acridine-Orange Method 


Conventional cytodiagnosis for recognition 
of malignant cells relies on the morphologic 
criteria of the nucleus and the cell as a whole, 
including size and shape of nuclei and cells, 
hyperchromasia and chromatin pattern, 
changes in the nucleocytoplasmic ratio, aniso- 
karyosis, and anisocytosis. In contrast, the 
acridine-orange fluorescence method intro- 
duces as an index of malignancy cytochemical 
criteria, especially of the cytoplasm. Numerous 
modern investigations have shown that the 
nucleic acids of the cell, particularly the ribo- 
nucleic acid (RNA) of the cytoplasm, play 
a fundamental role in protein synthesis and 
consequently in growth of both normal and 
malignant cells. Cytodiagnosis of cancer with 
the acridine-orange technic utilizes changes 
in the nucleic acid content in malignancy. 

The acridine-orange method is the result 
of studies on the role of nucleic acids in 
carcinogenesis carried out by Ludwig von 
Bertalanffy and co-workers. It was observed 
that morphologic nuclear changes were pre- 
ceded by changes in RNA content.’*:** More- 
over, it was found’® that fluorescence micros- 
copy, using the dye acridine orange, is an 
excellent means of demonstrating the two 
types of nucleic acid of the cell. Desoxyribo- 
nucleic acid (DNA) of the nucleus appears as 
green, and RNA of the cytoplasm appears 
(in order of increasing concentration) as 
brown, reddish-brown or orange to bright red 
fluorescence. 

Cells engaged in moderately active protein 
synthesis contain moderate amounts of cyto- 
plasmic RNA. These include (1) certain types 
of secretory cells elaborating protein secre- 
tions, such as endocervical cells, mucous cells 
of the respiratory and gastrointestinal epi- 
thelia, etc., and (2) cells which in the process 
of physiologic cell renewal form new cells to 
replace those desquamated from epithelia and 
almost continuously synthesize proteins for 
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the formation of daughter cells (e.g., basal 
cells). Because of their moderate amounts of 
cytoplasmic RNA, these cells show reddish- 
brown fluorescence. 

In contrast, malignant cells, usually pro- 
liferating at rates far exceeding those of nor- 
mal cells for cell renewal, contain large 
amounts of cytoplasmic RNA associated with 
their very active protein synthesis. Conse- 
quently, they display brilliant orange or red 
cytoplasmic fluorescence and are thus readily 
distinguished from the normal cells, which 
present greenish, brown or reddish-brown 
fluorescence. 

During the course of inflammatory condi- 
tions, regeneration and healing and in re- 
sponse to parasites, etc., normal cells appar- 
ently may proliferate faster than normally. 
Associated with this are accentuated protein 
synthesis and thus an increased RNA con- 
tent of such cells. This in turn results in 
normal cells with increased cytoplasmic fluo- 
rescence. Thus, endocervical cells with red 
cytoplasm are sometimes encountered, espe- 
cially in cases of erosion. During catarrhal 
processes, active respiratory epithelial cells 
and macrophages may sometimes exhibit rath- 
er intense reddish or orange-brown cytoplasm. 
The increased fluorescence of such normal 
active cells is mostly temporary and disap- 
pears when the irritation subsides. However, 
this constitutes one reason why a diagnosis 
cannot rely on cytoplasmic fluorescence alone 
and why evaluation, considering all mor- 
phologic features of the suspicious cells, is 
imperative for final diagnosis. 


Technic 


The acridine-orange fluorescence method re- 
quires an addition to the laboratory micro- 
scope. Auxiliary equipment, consisting of a 
high-pressure mercury burner, filters and, if 
desired, a research microscope, is commer- 
cially available from major optical and scien- 
tific firms. Equipment which may be attached 
to existing microscopes ranges in price be- 
tween approximately $350 and $700. Units 
with a microscope vary from $800 to $3000 
or more. The latter expensive units usually 
do not yield a better fluorescence picture than 
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do cheaper fluorescence attachments. In pur- 
chasing such equipment, it is imperative to 
insist on a high-pressure mercury burner (e.g., 
HBO 200). 

To obtain the solutions for the staining pro- 
cedure, a 0.10 per cent stock solution of acri- 
dine orange is prepared in distilled water. 
For staining, a portion of the stock solution 
is diluted with 1/15 M phosphate buffer to 
obtain a 0.01 per cent staining solution of 
acridine orange. The phosphate buffer is a 
combination of 1/15 M potassium phosphate 
and 1/15 M sodium phosphate mixed in pro- 
portions to a pH 6. 

The solutions are prepared by dissolving 
9.072 gm. potassium dihydrophosphate in 
1000 cc. distilled water and 9.465 gm. sodium 
phosphate in 1000 cc. distilled water. To ob- 
tain the buffer, 230 cc. potassium dihydro- 
phosphate solution is mixed with 40 cc. so- 
dium phosphate solution (or multiple amounts 
in similar proportions). Calcium chloride is 
used for differentiation in a 0.10 M solution. 
This is prepared by dissolving 11.099 gm. 
calcium chloride in 1000 cc. distilled water. 

All these solutions keep indefinitely even 
at room temperature; the acridine-orange 
stock solution is stored in the refrigerator. 
Some preparations of acridine orange con- 
tain basic impurities, yielding inferior fluo- 
rescence. An excellent preparation is Gurr’s 
Acridine Orange.* 

The technic of the acridine-orange fluores- 
cence method, developed by von Bertalanffy,” 
consists of the following steps. Smears to be 
studied are: 

1. Fixed in a 1:1 ether-alcohol mixture. 
This step may be omitted if immediate cyto- 
logic evaluation is required, such as in on-the- 
spot diagnosis while the patient is waiting. 

2. Hydrated rapidly through graded alco- 
hols (80, 70 and 50 per cent) to distilled 
water. 

3. Rinsed briefly in 1 per cent acetic acid 
and then washed in distilled water. Steps 2 
and 3 require one minute. 

4. Stained for three minutes in 0.01 per 
cent acridine-orange staining solution. 


*Gurr, ESBE Laboratory Supplies, Toronto, Ontario. 


630 


5. Transferred for at least one minute into 
1/15 M phosphate buffer to remove excessive 
dye. If processed in batches, the slides may 
remain in the buffer for several hours and 
be examined successively. 

6. Differentiated for one to two minutes in 
0.10 M calcium chloride until nuclei (espe- 
cially of leukocytes) show in bright green 
fluorescence. The time for differentiation 
should be adjusted and can be standardized 
after a few trials. 

7. Rinsed with phosphate buffer by means 
of a polyethylene dispensing bottle and mount- 
ed wet under a cover glass in a drop of buffer. 

3. Studied under fluorescence microscope. 

The whole procedure requires only six to 
seven minutes. 

After examination, smears can be destained 
by immersing them for some minutes in 50 
per cent alcohol, and may be processed by 
any histologic technic (such as Papanico- 
laou’s method or the hematoxylin-eosin stain ) 
if desired. 

It is recommended that this procedure be 
followed strictly, because it yields optimal re- 
sults in minimal time. To obtain the so-called 
concentration effect on which the metachro- 
matic fluorescence of acridine orange is based, 
pH 6 is optimal. The application of calcium 
chloride is the best means known to accom- 
plish the differentiation between DNA and 
RNA and to clear up nuclei so that their mor- 
phologic structures are revealed. Acridine 
orange is unique among fluorochromes in its 
outstanding metachromatic properties. It 
therefore can be safely stated that the proce- 
dure described is optimal for cytodiagnostic 
purposes. 


Application of Fluorescence 
Microscopy in Cytodiagnosis 


The fluorescence method may serve as a 
prescreening procedure for physicians and 
technicians if they have some reading knowl- 
edge in cytology. Prescreening is performed 
by carefully scanning the smears field by field. 
In routine material, most of the samples con- 
tain only normal cells with green, brown or 
reddish-brown cytoplasmic fluorescence; such 
samples are discarded. In other smears, cells 
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with bright red or orange cytoplasm will be 
een. Smears with such suspicious fluorescence 
-hould be kept apart. Many of these contain 
‘nere active normal cells with increased cyto- 
plasmic fluorescence, whereas others are cyto- 


logically suspicious or malignant. Thus, the . 


number of smears with suspicious fluorescence 
-elected by prescreening gives no indication 
of the number of actual malignant samples 
present. 

Smears with suspicious fluorescence should 
he destained in alcohol and submitted for final 
evaluation to a cytopathologist or cytology 
laboratory. The percentage of smears elimi- 
nated depends on the material screened and 
the efficiency of the person who is doing the 
screening. 

Materials from the female genital tract, 
hody fluids and urine lend themselves espe- 
cially well for prescreening because of the 
very low number of false negative results ob- 
tained with the fluorescence method. Respira- 
tory and gastrointestinal material should be 
prescreened only by persons with previous 
prescreening experience on other material. 
When the fluorescence method is first em- 
ployed, about 60 per cent of the total samples 
collected can be eliminated by prescreening. 
With experience, the prescreening physician 
or technician will be able to recognize more 
and more samples containing only active nor- 
mal cells and thus reduce to 10 per cent or 
even less the specimens to be referred to the 
cytopathologist. 

The person who has had no training in cy- 
tology should never attempt to establish a 
diagnosis of cancer. Prescreening must be 
followed invariably by screening for final diag- 
nosis by competent cytologists. Scanning the 
smears, the cytologist regards increased cyto- 
plasmic fluorescence as a warning signal and 
subsequently studies the morphologic features 
to establish the nature of the cells. A diagnosis 
of malignancy should never be based on cyto- 
plasmic fluorescence only. The latter permits 
rapid recognition of suspicious cells and ex- 
pedites screening; thus, in some laboratories 
using the fluorescence method, the output of 
screened smears has been doubled.* Because 
of well-defined cellular morphologic features, 
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the final diagnosis can readily be obtained by 
fluorescence microscopy. 

Prescreening by the fluorescence method 
offers advantages to the physician because it 
reduces to a minimum the costs involved in 
routine cytodiagnosis. In addition, prescreen- 
ing by this method greatly reduces the num- 
ber of samples to be examined by cytologists 
in hospitals and in mass-screening programs. 


Cell Types Observed in 
Cytodiagnosis of Cancer 


This presentation cannot supply a detailed 
account of the entire field of exfoliative cy- 
tology as observed with the acridine-orange 
fluorescence method. The following is a brief 
summary of the more important cell types en- 
countered in routine cytologic material and 
is intended to serve as a preliminary orienta- 
tion in the application of the fluorescence 
method. 

Female genital tract—Cornified superficial 
squamous cells have a faintly green fluores- 
cent cytoplasm; in intermediate squamous 
cells, the cytoplasm is brownish. The size of 
the nuclei (pycnotic or distinct chromatin 
pattern) further distinguishes these two cell 
forms. Parabasal and basal cells appear brown 
or reddish brown, and normal endocervical 
cells appear reddish brown. 

Active endocervical cells, such as those in 
cervical erosions, often appear red, probably 
because of an enhanced proliferation rate and 
thus increased RNA content. Their normal 
morphologic characteristics distinguish them 
from suspicious cells. 

Suspicious cells (class 3) require careful 
morphologic evaluation with any cytodiagnos- 
tic method. With the acridine-orange fluores- 
cence method, such cells show increased red 
cytoplasmic fluorescence. 

Malignant cells appear, as a rule, distinctly 
different from normal cells because of their 
flaming orange to red cytoplasmic fluores- 
cence, which allows their recognition even 
under low scanning power. The dense, hyper- 
chromatic nuclei usually have greenish-yellow 
fluorescence. 

Trichomonas organisms are readily recog- 
nized by their reddish-brown fluorescence and 
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the small yellow nuclei. Candida mycelia and 
spores appear brilliant red; bacteria appear 
reddish brown or red. Easy recognition of 
protozoan, bacterial and fungous infections is 
a particular advantage of the fluorescence 
method. 

Vaginal and cervical specimens from pa- 
tients undergoing radiation therapy contain, 
as is well known, a great variety of cell forms. 
The fluorescence method permits distinction 
between so-called active tumor cells with large 
RNA content and hence vivid orange or red 
cytoplasmic fluorescence, which presumably 
proliferate actively, and degenerating tumor 
cells, which show progressive loss of RNA 
and thus of cytoplasmic fluorescence. Experi- 
ence is required in evaluating exfoliative ma- 
terial obtained during the course of radio- 
therapy; therefore, such material should not 
be prescreened by inexperienced personnel. 

Respiratory system—With the acridine- 
orange fluorescence method, normal cells from 
the tracheal, bronchial and brgnchiolar epi- 
thelia (ciliated columnar, mucous goblet, and 
basal cells) and pulmonary macrophages (al- 
veolar cells) show brown or reddish-brown 
cytoplasm. Squamous cells from the esopha- 
geal and oral epithelia (present in sputum) 
have brown or faintly green cytoplasm, de- 
pending on whether they are derived from 
the basal or the superficial layers of the strati- 
fied epithelia. 

In catarrhal conditions, active respiratory 
epithelial cells and macrophages, with in- 
creased reddish or brownish-orange cytoplas- 
mic fluorescence, may occasionally be present. 
Normal morphologic characteristics distin- 
guish them from suspicious cells. Malignant 
cells from the respiratory system usually pre- 
sent intense, bright orange to red cytoplasmic 
fluorescence and dense yellow or green hyper- 
chromatic nuclei. 

Pleural and ascitic fluids—Mesothelial cells 
have reddish-brown fluorescent cytoplasm. In 
chronic inflammations, presumably because of 
increased proliferation, free macrophages and 
mesothelial cells in body fluids may show red- 
dish fluorescence. Metastatic tumor cells in 
body fluids present the characteristic red or 
orange fluorescence. Morphologic evaluation 
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readily permits distinction between active nor- 
mal and malignant cells. 

Other materials—Columnar cells from the 
gastrointestinal epithelium are reddish brown; 
squamous cells from esophageal and urinary 
bladder epithelia are greenish and brown. Ma- 
lignant cells arising from such locations are 
characterized by intense red or orange cyto- 
plasmic fluorescence. 

Leukocytes—Neutrophilic granulocytes 
(polymorphs) show bright green fluorescent 
lobulated nuclei and unstained cytoplasm. 
Lymphocytes and monocytes usually have 
dense green nuclei surrounded by a narrow 
rim of reddish cytoplasm. 

Erythrocytes—Because hemoglobin pre- 
vents fluorescence, erythrocytes do not appear 
in the fluorescence picture. Therefore, pres- 
ence of blood does not interfere with cytologic 
evaluation. 
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MIE El NGS Postgraduate Courses 


INTERNATIONAL ACADEMY OF LEGAL MEDICINE AND OF 
SoctaL Mepicine, Vienna, Austria: Fifth congress to 
be held May 22-27, 1961. For further information, write 
to: Congress Secretariat, Sensengasse 2, Vienna 9, Austria. 


OKLAHOMA ACADEMY OF GENERAL Practice, OKLAHOMA 
City: To be held at the Biltmore Hotel, February 6-7. 
For further information, write to: Dr. Leonard R. Diehl, 
2925 N. W. 50th Street, Oklahoma City. 


Tuirpv Wortp Concress oF PsycHIatry, MONTREAL, 
Quesec: To be held June 4-10, under the auspices of 
The Canadian Psychiatric Association and McGill Uni- 
versity. For further information, write to: The General 
Secretary, Third World Congress of Psychiatry, Allan 
Memorial Institute, 1025 Pine Avenue West, Montreal 2. 


University oF CoLorapo ScHOOL oF MepicINE, DENVER: 
The seventh annual general practice review will be held 
January 8-14, 1961, rather than on the dates previously 
announced. For further information, write to: The Office 
of Postgraduate Medical Education, University of Colo- 
rado School of Medicine, 4200 East Ninth Avenue, 
Denver 20. 


University oF Kansas Scoot or Mepicine, Kansas 
City: The 1961 sessions of the Kansas Circuit Course. 
to be offered in eight towns, include the following post- 
graduate symposia: Modern medicine, Neurology, Mother 
and child, Current therapy, Neoplastic diseases, and 
Cardiovascular diseases. Postgraduate medical symposia 
to be held at the University of Kansas Medical Center 
include the following: 

Hypertension, February 13-14 : 

Radiology and radioisotopes, February 20-22 

Pediatrics, March 6-8 

What’s new in orthopedics, March 13 

Pulmonary disease, March 20 

Gastroenterology, March 21 

Endocrinology, March 22 
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Dermatology, March 23 

Psychiatry, March 24 

Otorhinolaryngology, April 10-12 

Ophthalmology, April 12-14 

Anesthesiology, April 17-19 

Cardiac auscultation, April 20-21 

Surgery, May 15-18 
For further information, write to: Department of Post- 
graduate Medical Education, University of Kansas 
School of Medicine, Kansas City 12. 


University OF MARYLAND SCHOOL OF MepicINE, BALTI- 
MORE: Postgraduate course in basic electrocardiography, 
January 19-21. For further information, write to: Post- 
graduate Office, University of Maryland School of Medi- 
cine, 522 West Lombard Street, Baltimore 1. 


Tue Universiry or Micuican MepicaL Center, ANN 
Arsor: Postgraduate courses for 1961: 
Pediatrics, January 23-25 
Obstetrics and gynecology, January 25-27 
Psychiatry, February 20-21 
Gastroenterology, February 27-March 3 
Infertility and endocrinology, March 9-10 
Clinical neurology, March 13-14 
Cardiology (Michigan Heart Association), March 13-17 
Diseases of the heart, March 20-24 
Electrocardiographic diagnosis, March 27-April 1 
Diagnostic radiology, April 3-5 
Diseases of the blood, April 3-7 
Pulmonary diseases, April 10-12 
Allergy, April 13-15 
Endocrinology and metabolism, April 17-21 
Otolaryngology, April 20-22 
Ophthalmology, April 24-26 
Rheumatology, April 24-26 
Recent advances in therapeutics, April 24-28 
Clinical use of radioisotopes, as arranged 
For further information, write to: Dr. John M. Sheldon, 
Room 1610, University Hospital, Ann Arbor. 
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Self-help Devices: 


Functional Home for Easier Living” 


EDWARD W. LOWMAN AND HOWARD A. RUSK 


Institute of Physical Medicine and Rehabilitation 
and the Arthritis Self-help Device Office+ 


New York University Medical Center, New York 


@ye major objective in rehabilitating the disabled person is to enable him to 
function in his home within the limits of his disability. Some persons are 
fortunate in being able to make adjustments appropriate to their needs; others 
do remarkably well in managing without any major modifications but at a tre- 
mendous loss of time and energy. For many years there has been an urgent need 


for housing that would meet the special needs of those who have lost mobility. 


James Rosati & Sons were the first to incorporate specially designed homes 
into a large-scale, single-dwelling home development. When Mr. Rosati first 
‘ee conceived the idea of building the Horizon Home in St. Petersburg, Florida, 
he consulted with Dr. Rusk and other members of the staff at the Institute of 
Physical Medicine and Rehabilitation so that he might incorporate into his house 
all the features necessary to insure maximal comfort, convenience and saving 
of energy for elderly or disabled occupants. It is encouraging to note that since 
completion of the first Horizon Home, similar homes have been built in Seattle, 
Little Rock, and Beaumont, Texas. 


. The Functional Home for Easier Living, built and donated by Mr. Rosati, 
ie was dedicated on August 26, 1960, on the grounds of the New York University 
eee: Medical Center, immediately adjacent to the Institute. It is impossible to include 

in this article all of the many ingenious features of this home or to do full 

justice to the skill with which the architect subtly deviated from standard build- 

ing procedure to make the house a more functional one in which to live. Some 
q of the major high lights, however, will be discussed. 


*See editorial by Dr. Howard A. Rusk on page 665 of this issue. 


tSupported at the Institute by the Arthritis and Rheumatism Foundation. 
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The Functional Home for Easier Living can be entered through the front en- 
trance or through the kitchen. A sheltered, sloping sidewalk leads from the 
carport to the front door. At the kitchen entrance, the carport is built on a slope 
so that its floor serves as a ramp. Hallways are at a minimum, and they are 
48 in. wide to provide ample room for wheeled vehicles. All doorways are 36 
in. wide with no sills except at the two entrances, where they are needed for 
weather protection. The nonskid terrazzo floors with colored CARBORUNDUM® 
chips prevent slipping. A minimum of carpeting is used, because rugs impede 
both ambulation and mobility of wheel chairs. Scatter rugs are completely elimi- 
nated as unnecessary hazards. 


All control features, such as mechanisms for opening and closing windows, 
doorknobs, light switches, master switches, and electric outlets, are placed so 
that they are easily reached from the sitting height of a wheel chair or from a 
standing position. Window sills are 36 in. high. Those in the living room 
are tiled for easy upkeep, and are angled so that wheel-chair occupants can see 
out of them. 
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Kitchen Unit 


Although the kitchen is designed to cope with the major problems of the person 
confined to a wheel chair, it is an efficiency unit that would delight any home- 
maker. There is sufficient floor area to allow freedom of wheel-chair movement. 
Ample knee space is provided under counters of working areas for persons who 
prefer or are compelled to sit while working. 


Basic appliances include a dishwasher, located at the left of the sink, which 
has a glide-out tub for top stacking; a washer-dryer unit which washes and 
dries the clothes with a single handling; a refrigerator-freezer combination with 
both a foot pedal and a hand control for opening the door, swing-out shelves, 
and a magnetic door-cling mechanism; a 32 in. high, built-in range with staggered 
burners to reduce danger of inflicting burns when reaching to the rear of the 
stove; and a built-in wall oven, mounted so that the bottom of the oven door 
when open is 291% in. from the floor, a good height for homemakers who work 
in either a sitting or standing position. 


A 6% in. deep sink demands less reach from a wheel-chair position and less 
bending from a standing position. A built-in waste-disposal unit eliminates the 
problem of garbage. 


For many tasks, sitting is a basic principle of energy conservation, but it 
is only effective if counter and storage heights are adjusted to encourage com- 
fortable sitting and working positions. In this kitchen, equipment needed in 
each work area is easily accessible from either a sitting or standing position. 
Special storage features include pull-out towel racks and cupboards with glide- 
out drawers and file space. 
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Cleaning Facilities 


A closet for cleaning equipment is located in the kitchen, adjacent to the dining 
room. Its walls are lined with pegboard for flexible storage of various items. 


A built-in vacuum cleaning system is an outstanding energy-saving feature, 
the only movable equipment being the flexible hose and the lightweight attach- 
ments. There are two strategically placed wall outlets in the house. The dust and 
dirt are collected in a fireproof tank located in the living-room closet. With 
average use, this tank has to be emptied about every three months. 


Dining Area 


Directly adjacent to the kitchen is 
a spacious dining area, which seats 
four persons comfortably and fea- 
tures a hanging light, which can be 
raised and lowered directly over 
the table. 
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Living Room 


This unit appears conventional, but 
it is equipped with furnishings and 
features selected especially for the 
physically disabled, including a 
higher-than-standard sofa, arm- 
chairs with firm cushions, and a 
coffee table on ball-bearing casters 
for easy mobility. 


Master Bedroom 


This room has ample space for maneuvering a wheel chair. The headboard of 
the twin-sized bed is designed with spindles which can be used as grab bars to 
facilitate moving about in bed. A rope may be fastened to a vertical bar of 
the footboard, if needed to aid the occupant in getting up to a sitting position. 
The rod in one half of the built-in closet is at standard height; in the other 
half, it is 48 in. above the floor for easy reach from a wheel chair. 
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Bathroom 


The usual bathroom is frequently a major area of concern for the person in a 
wheel chair. This home has many features that insure maximal safety and comfort. 
The bathtub itself is 15 in. deep and 5 ft. long, with a seat 16 in. deep built 
on the outside end of the tub. This seat is most important for someone who 
must transfer to and from wheel chair and tub. In addition, it makes it possible 
to sit while taking a shower. The water-mixing valve can be easily reached for 
taking either a bath in the tub or a shower on the bathtub seat. Grab bars are 
strategically placed for good support when entering and leaving the tub. 


The sink is installed in a 301% in. high countertop for close approach in a 
wheel chair, with the space underneath providing ample room for the knees. 
The faucet has a one-control mixing valve for easy handling, and the mirror is 
at a height convenient for use whether one is in a wheel chair or standing. 


The toilet bowl is standard height. An elevated seat, however, can be added 
if needed. Here, too, grab bars are provided. 


Although designed to meet the special needs of the disabled, the Functional Home 
for Easier Living offers the maximum in comfort and ease to any potential 
occupant. It serves as a model for patients at the Institute of Physical Medicine 
and Rehabilitation and for their families and others interested in building or 
remodeling homes of their own. It also provides a medium for practical training 
experience for the Institute’s disabled homemakers. 

This home may be seen by appointment. Call Volunteer Services, Institute of 
Physical Medicine and Rehabilitation, Murray Hill 6-1842. For additional in- 
formation on any special features, write to: Special Services, Institute of Physical 
Medicine and Rehabilitation, New York University Medical Center, 400 East 
34th Street, New York 16, New York. 


The wheel-chair series will be resumed in the January issue of PostcRapUATE MEDICINE. 


POSTGRADUATE MEDICINE 


BSE 


NUTRITION IN CLINICAL MEDICINE 


The Safety of Fluoridation 


JAMES H. SHAW* 


Harvard University School of Dental Medicine, Boston 


ConcxusiveE information on the safety of the 
amount of fluoride that will produce the opti- 
mal degree of dental benefit is much more 
difficult to obtain than conclusive evidence 
about the dental benefits. Obviously, it is a 
great deal easier to determine whether or not 
a tooth is decayed than to determine whether 
any single health problem will be increased 
by the moderate increase in the amount of 
ingested fluoride attained through controlled 
fluoridation. With a full realization of this 
situation, investigators have attempted in a 
considerable variety of studies to determine 
the influence of various levels of ingested 
fluoride on different population groups. Many 
investigations have been undertaken and pub- 
lished, of which only a few typical examples 
can be selected for comment here. The body 
of information on the subject of safety of 
fluoridation has become extensive in recent 
years and has established sufficient criteria 
on which to base a sound scientific opinion. 


Metabolism of Fluorides 


The broad aspects of the metabolism of 
fluorides by the human body can be described 
simply.’ Fluorides in solution are promptly 


*Associate Professor of Biological Chemistry, Harvard University 
School of Dental Medicine, Boston, Massachusetts. 
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absorbed from the intestinal tract. When fluo- 
rides are ingested in the drinking water, they 
are in solution, whether they entered that 
water from cryolite or fluorspar in the soil 
and rock formations or from sodium fluoride, 
sodium fluosilicate or hydrofluosilicic acid in 
a water-pumping station. Opponents of fluor- 
idation tend to forget that those compounds 
which are only slightly soluble, such as flu- 
orspar, are in solution in water supplies with 
natural concentrations of fluorides and that 
even fluorspar is sufficiently soluble to permit 
the attainment of levels of about 8 p.p.m. 
(parts per million) of fluoride. 

When inorganic fluorides are in solution at 
the extremely dilute concentrations typical of 
water supplies, the compounds are almost 
completely ionized to the negatively charged 
fluoride ion and the positively charged cation. 
The fluoride ion is the same in every regard, 
whether it came from calcium fluoride, sodium 
fluoride, sodium fluosilicate, etc. The fact that 
the material has been mined and refined does 
not change the fluoride component. Otherwise, 
a strange feat of alchemy would have been 
achieved. Furthermore, the body absorbs fluo- 
ride as an ion, not as a compound. Therefore, 
the body has no occasion to differentiate be- 
tween the fluoride ion from one source or 
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another, and it absorbs fluoride ions method- 
ically, irrespective of the compound or the 
source from which they came. 

When fluorides are fed as solids, especially 
in such complex forms as are present in bone 
meal, the rate of absorption from the intestinal 
tract is reduced. This reduction occurs largely 
because the rate of absorption of the fluoride 
ion in this case is limited by the rate of solu- 
tion of the parent compound, which reduces 
the availability of fluoride to the body. It 
should be stressed, however, that the latter 
circumstance is not found in any water supply 
because the fluorides there are already in 
solution. 

Once absorbed into the blood, the fluoride 
is rapidly distributed to all organs and is 
rapidly dispersed throughout all the extra- 
cellular water in a pattern similar to chloride 
disappearance rates from the blood. The dis- 
tribution pattern of fluoride in the soft tissue 
resembles that of chloride but is not entirely 
identical to it. 

The two principal routes by which the in- 
gested fluoride is removed are through the 
kidneys and the skeletal tissues. Small and 
fairly consistent amounts of fluoride are ex- 
creted in the feces. Some fluoride is excreted 
in the sweat, but how much this amounts to 
in most people is unknown. Fluoride is ex- 
creted rapidly by the kidney because of its 
relatively high and selective rate of clearance. 
It has been shown that normal young adults 
who drink a glass of water containing 1.5 mg. 
of fluoride excrete about one-third of this 
amount in the ensuing three hours.” About 
three-quarters of the fluoride ingested from 
a water supply containing 1.0 to 1.2 p.p.m. 
of naturally present or added fluoride is ex- 
creted routinely in the urine. 

Much of the remaining fluoride is deposited 
in the skeletal tissues. In one study,® it was 
shown that prior to fluoridation the fluoride 
content of the bone of individuals in an area 
with a low fluoride level, such as Rochester, 
New York, increased progressively with age. 
Children less than 10 years of age had aver- 
age bone fluoride levels of 200 p.p.m., while 
adults in the ninth decade of life had an 
average of 1300 p.p.m. When waters pro- 
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viding up to 4 p.p.m. of fluoride are consumed 
over a lifetime, the skeletal fluoride percentage 
increases in linear fashion.* Some fluoride 
also is deposited in the teeth while they 
are calcifying; the amount of fluoride is pro- 
portional to the concentration of fluoride in 
the water and food consumed during that 
period.’ The enamel and dentin of teeth calci- 
fied in areas where the ingestion of fluorides 
is very low contain on the average of 100 
p-p.m. or less and 240 p.p.m. or less of fluo- 
ride, respectively. Near optimal average levels 
of fluoride of 133 p.p.m. in the enamel and 
385 p.p.m. in the dentin occur when the drink- 
ing water contains 1.0 to 1.2 p.p.m. of fluoride. 

Although some increase in fluoride concen- 
tration occurs in teeth after they are fully 
calcified and erupted, the rate of increase is 
much less and occurs over a shorter period 
than does that for bone.® 

It is particularly interesting to note that 
the fluoride concentration in the outer layer 
of the enamel is about 10 times higher than 
in the deepest layers of enamel.® Part of this 
difference already has been established prior 
to eruption and part of it occurs by reason 
of the deposition of fluoride in the surface 
layers after eruption has been completed. 
Much of the postdevelopmental fluoride in- 
crement probably occurs by reason of physical 
contact with the milieu of food, water and 
saliva in the oral cavity. 

Fluoride is not irreversibly deposited in 
the bone, but is mobilized during the osteo- 
clastic-osteoblastic cycles of the Haversian 
system. When the level of fluoride ingestion 
is reduced, more fluoride is excreted in the 
urine than can be accounted for in the food 
and water intake.’ These additional amounts 
have been released from bone in the process 
of readjusting to the new level of fluoride in- 
take. This fact has been clearly demonstrated 
in Bartlett, Texas, where the water for many 
years contained about 8.0 p.p.m. of fluoride. 
Recently, the level was reduced to 1.0 p.p.m. 
Fluoride levels in the urine remained high 
but gradually decreased to much lower levels 
over a two year period. Children tended to 
reach the new low level quicker than did 
adults." 


POSTGRADUATE MEDICINE 


Spectrum of Fluoride Effects 


Many of the most familiar substances that 
ihe body deals with each day have a spectrum 
of activity varying from deficiency levels 
through normal and up to toxic levels. Vita- 
min D is a good example of this principle. 
The deficiency of this vitamin during growth 
and development periods results in the clas- 
sic syndrome of rickets. When adequate 
amounts of this vitamin are consumed, normal 
metabolism of calcium and phosphorus is 
maintained, and normal calcification of the 
bones and teeth occurs. However, when gross- 
ly excess amounts are ingested, a toxic syn- 
drome occurs which is characterized by ab- 
normal calcification in the joints and in the 
soft tissues, by interference with cartilage 
growth, and by a withdrawal of calcium from 
the bones until they have become severely 
osteoporotic. Water could be used as another 
example. Water deprivation causes death 
quicker than does the deficiency of any other 
nutrient except oxygen, yet at the same time 
consumption of amounts beyond what the 
kidneys can excrete leads to water intoxication. 

Many of the commonplace therapeutic and 
preventive agents and procedures that make 
possible the practice of modern medicine and 
dentistry have comparable spectrums of ac- 
tivity. A suboptimal dosage of any of these 
agents provides little or no benefit. When the 
optimal level of administration is achieved, 
the desired effect for which the agent was 
administered is observed. However, when 
grossly excess amounts are given, toxic in- 
fluences are observed. DICUMAROL® has found 
wide acceptance as an anticoagulant in cases 
in which there is danger of thrombosis. Sufh- 
ciently high levels must be used to insure that 
clots do not form within the vascular system, 
yet overdosage leads to such complete in- 
hibition of the clotting mechanism that minor 
cuts or scratches will not clot and severe blood 
loss may occur. The use of whole blood trans- 
fusions during surgery has been found to be 
almost irreplaceable for preventing surgical 
shock, yet the use of excess amounts of whole 
blood leads to pulmonary edema and inability 
of the kidney to handle the excretory demands. 
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Fluoride is no exception to this generaliza- 
tion about a spectrum of activity. As described 
in part 1 of this discussion, when teeth are 
formed with access to low amounts of fluoride, 
the incidence of dental caries in these teeth 
is likely to be high under the usual oral en- 
vironmental circumstances. When optimal 
amounts of fluorides are ingested during tooth 
development, a reduction of about 60 per cent 
in the incidence of dental caries is to be ex- 
pected. In north temperate regions, this level 
of fluoride is most easily achieved when the 
drinking water supply contains between 1.0 
and 1.2 p.p.m. of fluoride, whether naturally 
occurring or added by the appropriate engi- 
neering equipment in the local waterworks. 
In areas where the average annual tempera- 
ture and therefore the water consumption are 
higher, the same degree of influence can be 
obtained if the water supply contains 0.6 to 
0.7 p.p.m. of fluoride. 

The enamel-forming cells, ameloblasts, are 
the cells in the body by far most sensitive to 
excess amounts of fluoride. In this regard 
they provide a delicate indicator of the rela- 
tionship of the body as a whole to the inges- 
tion of fluorides, and they constitute an index 
of the earliest detectable evidences of the first 
level of chronic fluoride toxicity. When the 
ingested level of fluoride is increased, the 
ameloblasts begin to lose their ability to pro- 
duce normal enamel. The earliest evidence of 
their altered function is detected in the forma- 
tion of enamel rods that are slightly gnarled 
and irregular instead of straight and precisely 
regular. In the intact tooth, this histologic 
deviation from normal results in a light scat- 
tering effect and causes the affected areas to 
appear slightly dull and opaque. The earliest 
evidences are not detectable by the layman; 
they can be observed only during meticulous 
inspection of cleaned tooth surfaces by skilled 
examiners. 

In the northern part of the United States 
in areas where water supplies contain 1.0 to 
1.2 p.p.m. of fluoride, 8 to 10 per cent of the 
children will have these very mild evidences 
of altered function of the ameloblasts. A com- 
parable incidence is noted at 0.6 to 0.7 p.p.m. 
of fluoride in the southern states. There is a 
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strong consensus of opinion among investiga- 
tors and practicing dentists in these areas that 
the general appearance of the teeth of all chil- 
dren who grew up there is extremely good. 
Some believe that there are qualities of shad- 
ing and opalescence of the teeth formed dur- 
ing optimal fluoride ingestion that are more 
aesthetically desirable than those formed in 
communities with low fluoride. By no stretch 
of the imagination could these very mild 
mottlings be considered as being aesthetically 
undesirable. 

As the level of fluoride ingestion is further 
increased, the influence on the ameloblasts be- 
comes more marked. The first readily detect- 
able evidence of mottled enamel begins to 
occur in a small percentage of the children 
who grow up in north temperate areas where 
the drinking water contains 1.5 p.p.m. of fluo- 
ride. These mild changes occur as small, 
irregular, white, opaque spots. As higher levels 
of fluoride are consumed during tooth devel- 
opment, 2.5 p.p.m. or higher, an increasingly 
higher percentage of the children have fluo- 
rosed areas of the enamel. In severe cases 
these areas are large, stained varying degrees 
of brown, and aesthetically unsightly, although 
they are not susceptible to tooth decay. 

The relationship of the levels of water- 
borne fluoride to the index of fluorosis and 
to the number of decayed, missing and filled 
teeth is graphically presented in figure 1. 
From these data, the adequacy of the safety 
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factor for the use of water fluoridation at 1.0 
to 1.2 p.p.m. in northern areas of the United 
States is readily seen. Comparable data estab- 
lish the safety of 0.6 to 0.7 p.p.m. in southern 
regions. 

The next evidence of chronic fluoride tox- 
icity concerns the bones. In surveys made in 
1943 and 1953 of the health of individuals 
in Bartlett, Texas, where the water supply had 
contained about 8.0 p.p.m. of fluoride for 
many years previously, detailed studies of 
skeletal structure were made roentgenograph- 
ically in 89 persons. Comparable studies were 
made on 101 residents of Cameron, Texas, 
where the water supply contained 0.4 p.p.m. of 
fluoride.* No difference between the commu- 
nities was noted with respect to the incidence 
of bone fractures, arthritis, hypertrophic bone 
changes or exostoses, nor was there any inter- 
ference with fracture healing. No cases of 
poker back were observed in either commu- 
nity. In 15 per cent of the individuals in 
Bartlett, an increased bone density was ob- 
served, either with or without coarsened tra- 
beculation and an increased thickening of 
cortical bone and periosteum with equivocal 
narrowing of bone spaces. These changes were 
slight, often difficult to recognize, and in some 
cases equivocal in degree. They were not asso- 
ciated with any other physical findings and 
bore no resemblance to the bizarre findings 
at higher levels of fluoride ingestion. It was 
interesting to note that there were fewer cases 
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of osteoporosis in Bartlett than in Cameron. 
his observation prompted the authors to sug- 
zest that fluoride ingestion “may, on occasion, 
have a beneficial effect on adult bones, as in 
‘ounteracting the osteoporotic changes of the 
aged.” 

The next higher level of chronic toxicity 
beyond fluorosis of the enamel is evidenced 
hy the so-called poker back syndrome, which 
was first described in detail by Roholm® in 
Denmark. He observed this condition among 
workers in a cryolite factory where the dust in 
the air contained a high amount of fluoride 
which was inhaled and swallowed. In some 
workers who had been employed in this plant 
for periods of from 10 to 20 years there de- 
veloped heavily calcified exostoses of the verte- 
brae as well as calcification of the intervertebral 
disks and of the broad ligaments of the spine 
and the pelvis; in advanced cases this caused 
decreased mobility. Roholm calculated that 
somewhere in the neighborhood of 20 to 80 
mg. of fluoride per day had been consumed 
by these workers over the period of their 
employment. These observations were very 
similar to the results of the numerous studies 
on experimentally induced fluorosis in cattle. 
A similar syndrome has been reported in areas 
of India and China where the population is 
seriously malnourished. Practically no data 
are available on the fluoride intake in these 
areas. Although the fluoride levels reported 
in the water were relatively low, the high tem- 
peratures of the area would cause a greatly 
increased fluoride intake by reason of in- 
creased water consumption. In addition, peo- 
ple in these areas use an unrefined form of 
salt which provides in the neighborhood of 
40 p.p.m. of fluoride. They also drink large 
amounts of tea, from which additional fluo- 
ride is provided. It has been suggested that 
other components of their diet, such as spices, 
may provide substantial amounts of fluoride. 
In addition, it would also be interesting to 
know the incidence of poker back in adjacent 
areas which do not have high levels of fluoride 
but where a comparable state of malnourish- 
ment prevails. 

Little is known about the levels of fluoride 
required to reduce the rate of growth in chil- 
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dren. In all studies conducted in communities 
with natural fluorides in a wide range of levels 
and in communities with added fluorides at 
the recommended levels, no influence on 
growth rate has been detected. In experimen- 
tal studies with laboratory animals, inhibition 
of growth does not begin until the level of 
fluoride in drinking water is about 50 p.p.m. 

At the extreme of the spectrum in the acute 
toxicity area, consumption of 250 mg. of fluo- 
ride at one time may cause temporary nausea 
and possibly vomiting, but lethal doses for an 
adult human are in the neighborhood of from 
5 to 10 gm. 

In table 1 are summarized the amounts of 
fluoride that are known to be related to the 
various levels of toxicity attributable to fluo- 
rides. From this table, it can be readily seen 
that the safety factors that are pertinent for 
the various toxicity syndromes are adequate. 
In each case, there is obviously a wide margin 
of safety when the water supply is fluoridated 
under controlled conditions. 


Safety of Fluoride Ingestion 
at Recommended Levels 


With this background of knowledge about 
the spectrum of fluoride ingestion, investiga- 
tors have diligently sought by varied means 
to test whether any abnormalities occur with 
the levels of fluoride recommended and prac- 
ticed in controlled fluoridation. In a survey 
among 1,458 high school boys, 15 to 17 years 
of age, in communities where the fluoride 
levels ranged from 0 to 1.8 p.p.m. of fluoride, 
no differences in height, weight and frequency 
of bone fractures were observed.’® A long- 
term medical study was conducted in New- 
burgh and Kingston, New York, during the 
10 year fluoridation trial. The authors" con- 
cluded that there was no indication that any 
systemic effects, adverse or otherwise, result- 
ed from the use of fluoridated water. 

The clinical study in Bartlett and Cameron, 
which was conducted in 1943 and 1953 on 
the same subjects, delved deeply into aspects 
of the people’s health other than the bone 
findings previously reported.’* The inhabi- 
tants studied had lived for at least 15 years 
in their respective communities in 1943. In 
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TABLE 1? 
SpectruM oF Toxic INFLUENCES OF FLUORIDE INGESTION 


TOXIC EFFECT AMOUNT OF FLUORIDE FACTOR OF SAFETY 
Acute fatal poisoning 5-10 gm. 2500 x 
Growth depression 50 or more p.p.m. per day 50 x 
Osteosclerosis on x-ray 8-20 or more mg. per day 8-20 x 
Crippling sclerosis 20-80 or more mg. per day 20-80 x 
Mottled enamel 2-8 or more mg. per day  ¥ 


Bartlett, 57.8 per cent of the participants in 
the study were over 55 years of age, as were 
27.2 per cent of those from Cameron. X-rays 
were made of their skeletal systems, and full 
case histories were taken. The data indicated 
that there was no significant difference in any 
phase of health among individuals in the two 
communities, with two exceptions. Many of 
the individuals who had lived in Bartlett dur- 
ing childhood had severely mottled teeth, as 
would be expected when water containing 8 
p.p.m. of fluoride is used. In addition, a slight- 
ly higher incidence of cardiovascular disease 
was observed in Cameron. In all other re- 
spects, no detectable abnormalities were ob- 
served that could be attributed to the fluorides 
in the water supply. In the town of Bartlett, 
a moderately hot area, the drinking water con- 
tained 8 to 12 times the recommended level 
of fluoride. However, analysis'* of the skeletal 
tissues of a 78 year old woman who had lived 
for 34 years in Bartlett before she died of a 
cerebral vascular accident showed that fluoride 
values ranged from 5,120 to 6,530 p.p.m.; 
there were no gross or systemic findings of 
impaired health or of malformation or mal- 
function of the skeletal tissues. 

The possibility of a competition between 
the fluoride and iodide ions has been proposed 
and has been of special concern in areas where 
endemic goiter still exists. Since pathologic 
conditions of the thyroid have been reported 
in experimental animals receiving grossly 
toxic levels of fluoride, this subject has been 
investigated carefully. In Switzerland, with its 
incidence of endemic goiter, clinical examina- 
tions were made of children who received 1 
mg. of fluoride per day for two years. No 
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evidence of any clinical or functional change 
in the thyroid was observed.’* In addition, 
goiter has been effectively treated by iodized 
salt in an area where the water supply con- 
tains 1.4 p.p.m. of fluoride.’ 

The Department of Public Health of the 
State of Illinois’® has made an excellent evalu- 
ation of the effect on the general health of 
population groups of the ingestion for long 
periods of small amounts of fluoride in the 
drinking water. Mortality statistics for 1940 
were compiled from 22 cities in Illinois, 18 
with very low fluoride levels in the water sup- 
plies and four with more than 0.7 p.p.m. of 
fluoride. The distribution of city size varied. 
One city with a normal fluoride level and 
six cities with low fluoride levels in both the 
15,000 to 25,000 and the 25,000 to 40,000 
population range were selected; of the cities 
with over 40,000 population, two with normal 
fluoride levels and six with low fluoride levels 
were chosen. The conclusions were sum- 
marized as follows: “Mortality statistics show 
that there is no significant difference in the 
general death rates between areas where fluo- 
ride is present and those where it is absent. 
Similarly, there is no significant difference in 
the risk of death from specific diseases such 
as heart, cancer, nephritis and diabetes.” A 
comparable study™’ has been conducted in 32 
pairs of cities in which the “fluoride city” 
had a water supply with 0.7 p.p.m. or more 
fluoride and the “nonfluoride city” had a 
water supply with 0.25 p.p.m. or less fluoride. 
The data from these comparisons are present- 
ed in figure 2, from which it can be concluded 
that no statistically significant differences in 
these causes of death were present. 
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There has not been a single case in which 
fluoride ingestion at the level provided in con- 
trolled fluoridation has been demonstrated to 
cause any individual or community-wide 
health problem. This statement is true of both 
the fluoride provided by nature and that add- 
ed in the processing of a water supply for 
community use. With over 3,000,000 people 
consuming water containing over 1.0 p.p.m. 
of naturally provided fluoride and with over 
36,000,000 individuals on water supplies with 
controlled fluoridation in the United States 
alone, ample opportunity has been available 
for detecting hazards. We know that the kid- 
ney excretes approximately three-quarters of 
the absorbed fluoride. However, it has been 
calculated that even if all of the fluoride in- 
gested from a water supply containing 1.0 
p-p-m. of fluoride had been stored in the skele- 
ton, the fluoride levels in bone would not ex- 
ceed those in Bartlett, where no abnormality 
of skeletal function was detected."® 

The afore-mentioned examples of the types 
of studies conducted to consider the safety 
of controlled fluoridation of the water supply 
are supported by many other investigations, 
too numerous to discuss individually here. 
This body of evidence is sufficiently conclu- 
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sive that the vast majority of the scientists 
who have reviewed the data intently and with- 
out bias have come to the personal conviction 
that the controlled addition of the recom- 
mended amounts of fluoride to water supplies 
is a safe and meritorious public health proce- 
dure. This conviction assumes the obvious 
premise that the level for each community 
will be determined on the basis of its clima- 
tologic circumstances. Opposition to this 
opinion comes from very few individuals, but 
the alarming nature of their claims results in 
far greater publicity and acceptance among 
uninformed laymen than their supporting data 
merit scientifically. This opposition is not un- 
like that in days gone by in regard to replac- 
ing the granite cup at the village pump with 
paper cups or with a bubbler, or in regard to 
smallpox vaccination, or chlorination of pub- 
lic water supplies. 

Dental caries is not a contagious disease 
in the usually accepted sense; however, the 
high incidence of dental caries indicates that 
community action against it is as vital as 
against contagious disease. Other preventive 
procedures, such as the drastic restriction of 
carbohydrates, especially those with a low 
rate of oral clearance, can be as effective as 
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fluoridation. However, rigorous individual dis- 
cipline of food choices over very long periods 
of time is required to attain this degree of 
prevention. Unfortunately, relatively few in- 
dividuals in any community will be sufficiently 
informed or adequately motivated to be will- 
ing to forego satisfaction of their desires to 
achieve this goal. The daily use by the indi- 
vidual of some form of fluoride is another 
possibility. Again, complete cooperation is re- 
quired during the full developmental period 
of the dentition, at least from birth to 18 years 
or more. This procedure is completely untest- 
ed, but it is reasonable to expect that with 
full cooperation approximately the same bene- 
fits could be achieved as through water fluori- 
dation. But how many individuals in a com- 
munity would actually be fully cooperative in 
this measure? Any professional person who 
has attempted to administer long-range pro- 
grams of this nature would probably hazard 
a guess of not more than 10 to 20 per cent of 
those available for the benefit. 


Nature of the Evidence Against 
Controlled Fluoridation 


Various attempts to discredit the safety of 
fluoridation have been made by its opponents. 
Many of these criticisms center around claims 
that certain individuals in every community 
will be allergic to the increases in fluoride, 
even though, amazingly enough, they have 
not been allergic to the amounts already pres- 
ent in their food and water supplies. 

Hornung,'® an experienced public health 
officer from Germany, described the nature 
of the purported evidence against fluoridation 
in a very capable manner. During a tour of 
this country to obtain all information, both 
pro and con, on the fluoridation of drinking 
water, Hornung studied the method by which 
70 cases of fluoride poisoning had been sup- 
posedly affirmed. A questionnaire had been 
sent out to laymen in two communities where 
the water supplies were fluoridated. A few of 
the representative symptoms elicited by the 
leading questions in the questionnaire were 
as follows: numbness in thumb, forefinger and 
middle finger immediately after waking in the 
morning; small black moving spots in the field 
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of vision; chronic skin erosion; hypersensi- 
tivity of mucosa and burning sensation in both 
eyes; itching; dryness in the oral cavity; brittle 
nails; gastritis and atrophy of the liver, espe- 
cially during the summer; frequent disturb- 
ance of the faculty of thinking, with improve- 
ment immediately after change of domicile, 
etc. Whenever a single one of these questions 
was answered positively by the person who 
completed the questionnaire, this fact was 
taken as proof of poisoning by fluoridation. 

On his return to Germany, Hornung trans- 
lated the questionnaire into German, except 
that the words “fluoridation” and “fluorine” 
were replaced by “chlorination” and “chlo- 
rine.” These questionnaires were distributed 
in Marburg, Germany, where a very low level 
of natural fluoride is present in the drinking 
water, but where chlorination has been in use 
for years. He promptly received 50 answers, 
of which 25 would have been recorded by the 
cited criteria for a diagnosis as established 
cases of poisoning. For decades, chlorination 
has been recognized as a safe procedure which 
does not produce harmful effects. The obvious 
fallacy of data obtained from this diagnostic 
procedure is the ease with which nonspecific 
symptoms can be elicited at will by a leading 
question. Hornung concluded, “I feel sorry 
for the population of those cities where the 
fluoridation of the water supply has been re- 
jected on the basis of unscientific propaganda.” 

The frequency and ease with which sub- 
jective complaints are experienced are made 
clear by an illustration from Newburgh.'* 
When it was announced that fluorides would 
be added to the water beginning April 1, 1945, 
complaints were received throughout the 
month of April charging that symptoms such 
as gastric upset and allergic reaction had re- 
sulted from the fluoridated water. However, 
due to a delay in arrival of the first supply 
of fluoride, the procedure did not begin until 
May 2. 

Opponents of fluoridation have sought vari- 
ous legal means to prohibit it on the follow- 
ing bases: The procedure violates constitu- 
tional rights, such as religious freedom and 
the right to privacy; the procedure represents 
the unlicensed practice of medicine, dentistry 
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and pharmacy; a community has no legal 
authority to adopt fluoridation procedures; 
(luoridation is “mass medication” and a “poi- 
son”; no reasonable relationship exists be- 
tween fluoridation and public health; and the 
prevention of dental decay is not a proper 
object for community government efforts.”° 
When these premises have been tested, the 
courts of 10 states have held that fluoridation 
of public water supplies does not infringe on 
the constitutional and legal rights of the in- 
dividual, and that, under proper state en- 
abling authority, it is a proper exercise of the 
charter provisions of local communities. Only 
one court in the country has rendered an ad- 
verse opinion to fluoridation, and this was 
promptly reversed by the supreme court of 
that state. On four separate occasions, the 
Supreme Court of the United States has re- 
fused to review decisions for the stated reason 
that no substantial federal constitutional ques- 
tion was involved. 


Summary 


The relationship of fluoride ingestion to the 
body follows a spectrum of activity ranging 
from suboptimal amounts through optimal 
levels of ingestion and on to amounts where 
chronic or acute toxicity is caused. The levels 
of fluoride recommended for controlled fluori- 
dation, adjusted to the climatologic needs of 
each community, provide for an adequate fac- 
tor of safety in all phases of general health, 
and at the same time effect in the neighbor- 
hood of 60 per cent reduction in dental caries. 
No other preventive measure currently gives 
promise of a community-wide benefit of this 
degree. 
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Hines, Illinois 


Case Report 


A 66 year old farmer was referred to Hines 
Veterans Administration Hospital for diag- 
nosis. He had been well until three months 
before being admitted to Hines, at which time 
slight cough, fever, malaise and myalgia de- 
veloped. After four days, he spontaneously 
improved, but he then noticed increased fa- 
tigue and did not feel entirely well. Two weeks 
later, burning pains in the feet and legs and 
swelling, tenderness and redness of the ankles 
and legs developed, accompanied by a recur- 
rence of fever. 

On admission to a private hospital, the pa- 
tient was found to be leukopenic. A private 
physician, who knew that the patient had had 
a heart murmur for many years, initially pre- 
scribed large doses of penicillin. After five 
days, the fever was unchanged. Meanwhile, 
tenderness and swelling of the right wrist and 
the metacarpophalangeal joints of both hands 
developed, and a blotchy red rash appeared 
on the legs. In addition to the penicillin, corti- 
sone was given. During the next three weeks, 
the fever subsided and the symptoms in the 
joints improved greatly. The patient was 
afebrile for one week, at the end of which 
the cortisone was withdrawn. After four days, 
the fever, myalgia, symptoms in the joints, 
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and rash recurred. In addition, a troublesome 
diarrhea and hoarseness developed, and the 
patient began to experience difficulty in swal- 
lowing. Steroid therapy was reinstituted and 
continued for three weeks. Toward the end of 
that period, the fever subsided, but the other 
symptoms persisted. An ear, nose and throat 
consultant found a paresis of the left true 
vocal cord. The patient’s wife was told that 
after her husband had swallowed barium it 
was seen in the lung fields. The patient had 
had a weight loss of 30 lb. following the onset 
of illness. 

Except for having had influenza at the age 
of 27, the patient always had been in good 
health. Two years before his present illness, 
the hogs on his farm had had “‘lepto” [lepto- 
spirosis?], but subsequent testing had re- 
vealed no disease. 

Physical examination—When this patient 
was admitted to Hines, examination revealed 
that he was wasted and seriously ill. Although 
he was responsive, marked slowing of mental 
processes was observed. His temperature was 
101° F., pulse 86, blood pressure 128/78, and 
weight 105 lb. Funduscopy revealed grade 2 
arteriosclerotic changes. The tongue was in- 
crusted and the pharynx was inflamed. Breath 
sounds and resonance were moderately de- 
creased over the lower left side of the chest 
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posteriorly. Cardiac rhythm was regular, and 
‘here was moderate cardiac enlargement. The 
aortic second sound was greater than the pul- 
monic second sound; a grade 2 blowing mur- 
mur was heard at the apex. The liver was not 


enlarged; other abdominal organs or masses . 


were not palpated. The external genitalia and 
rectum were normal, and results of the benzi- 
dine test of the stool were negative. The pros- 
tate was moderately enlarged, but it was not 
nodular. The calves, ankles and soles of the 
feet were moderately tender; slight swelling 
was present about the ankles. Severe general- 
ized muscular atrophy was more marked in 
proximal muscles. Bilateral foot drop was ob- 
served. Deep tendon reflexes were markedly 
depressed or absent, and superficial reflexes 
were diminished. There were no pathologic 
reflexes. All sensory modalities were intact, 
and results of tests on the cranial nerves were 
negative. Tender, erythematous cutaneous 
nodules were seen on the legs. There was no 
significant lymphadenopathy. 

Laboratory data—Urinalysis revealed a 
specific gravity of 1.016, a trace of protein, 
and a few white blood cells and occasional 
red blood cells per high-power field; there 
were no casts. The white blood cell count was 
36,200, with 58 segmented cells, 32 band 
cells, two metamyelocytes, two lymphocytes 
and six monocytes. Granulocytes were moder- 
ately toxic. The hemoglobin was 12 gm. Non- 
protein nitrogen was 34.8 mg., and blood 
creatinine was 1.0 mg. Serum albumin was 
2.3 gm., and globulin was 3.0 gm. Thymol 
turbidity was 4 units, and alkaline phospha- 
tase was 9.5 Bodansky units. Total cholesterol 
was 93 mg. per cent; cholesterol esters were 
59 mg. per cent. The serum sodium was 132, 
the potassium 4.15, the bicarbonate 24.7, and 
the chlorides 87 mEq. per liter. The 24 hour 
quantitative urine creatine was 93 mg. Ex- 
amination of spinal fluid revealed four lym- 
phocytes; chlorides were 101 mEq. per liter, 
and protein was 52 mg. Urinary porphyrins 
were absent. Results of agglutination tests for 
Salmonella, Rickettsia, Pasteurella tularensis, 
Brucella and Leptospira were negative. Blood 
cultures were sterile, and sputum cultures for 
acid-fast bacilli gave negative results. 
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The chest x-ray findings were compatible 
with bilateral patchy bronchopneumonia. Ex- 
amination of the barium-filled esophagus did 
not demonstrate a fistula; a small amount of 
barium appeared in the upper trachea. En- 
doscopy revealed marked inflammation of the 
entire esophageal mucosa. The trachea and 
main bronchi were similarly involved, and 
there was paresis of the left true vocal cord. 
An electrocardiogram showed nonspecific S-T 
segment and T wave changes. 

Additional examinations were performed 
on the eleventh and eighty-fifth hospital days. 

Nutrition and hydration were maintained 
by nasogastric tube feedings until the thirty- 
sixth hospital day. Penicillin was given for 28 
days. Fever subsided on the twenty-ninth day 
of hospitalization, by which time the findings 
in the parenchyma of the lung had resolved 
and the white blood cell count was normal. 
The patient ultimately gained weight to 135 
lb. On the one hundred and sixth hospital day, 
he was discharged fully ambulatory. 

During the following 18 months, the pa- 
tient’s weight remained constant and his ac- 
tivity tolerance was normal. Fleeting pares- 
thesias and minimal muscular stiffness were 
his only symptoms. 


Discussion 


DR. MAX M. MONTGOMERY (associate pro- 
fessor of medicine, University of Illinois Col- 
lege of Medicine, Chicago): Before attempt- 
ing to establish a diagnosis in this case, I 
would like to comment briefly on the treat- 
ment prescribed for this patient before he 
came to Hines. A private physician gave him 
large doses of penicillin for the symptoms de- 
scribed. There is a tendency today on the part 
of many physicians to prescribe antibiotics 
first and, if fever persists, then to attempt to 
find the cause of it. Some also give cortisone 
or another steroid as symptomatic therapy. 
This approach should be condemned. 

When this patient was admitted to Hines, 
laboratory tests revealed that the white blood 
cell count was 36,200, which appears to have 
been a leukemoid reaction. There is no men- 
tion of the bone marrow, but the course was 
not that of a leukemia. The chest x-ray find- 
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FIGURE 1. Photomicrograph showing thinning and atrophy 
of the epidermis and thickening and clumping of col- 
lagen in the derma. 


ings, indicating bilateral patchy bronchopneu- 
monia, also were compatible with a collagen 
disease such as polyarteritis or systemic lupus 
erythematosus. 

I think that this patient had an angiitis of 
some type, due perhaps to a sensitization re- 
action to a drug given at the time of his 
original illness. This could account for the 
peripheral neuropathy, the bilateral foot drop, 
and the involvement of one vocal cord. He 
also may have had some involvement of the 
central nervous system, since he had difficulty 
in swallowing. He did not have a fistula be- 
tween the esophagus and the trachea, so ap- 
parently he aspirated the barium. Aspiration 
of food might explain the origin of the rather 
nonspecific pulmonary infection, or the lung 
involvement might have been on the basis of 
an anglitis. 

The long and complicated course of this 
disease was not characteristic of erythema 
nodosum. Dermatomyositis is a more chronic 
disease, although patients with this disease 
do recover. There is nothing specific in the 
bioptic findings in this condition. Most pa- 
thologists believe that although a lesion is 
compatible with a diagnosis of dermatomyo- 
sitis, the lesion itself is never pathognomonic. 

Could this patient have had systemic lupus 
erythematosus? The bioptic findings in this 
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FIGURE 2. Photomicrograph showing severe inflammation 
of a small artery in the lower derma, with a recent 
thrombus and a marked decrease in the size of the lumen. 


disease very frequently are the same as those 
in polyarteritis. This patient had involvement 
of the joints, a leukopenia near the onset of 
his disease, cardiac murmur and enlargement 
of the heart, some pulmonary changes, and 
peripheral neuropathy. Of course, there is a 
good deal of overlap in all of these syndromes, 
but, if I must choose one, I favor polyarteritis 
(periarteritis) nodosa which was reversible. 
I would suspect that some lesion in the central 
nervous system accounted for some of the 
findings. Either sulfonamide or penicillin may 
precipitate this disease. 

DR. MIRIAM LIBERSON (physician-in-charge, 
diagnostic radiology service): The chest film 
which was made when this patient was ad- 
mitted to Hines showed a bilateral patchy 
bronchopneumonia, more severe on the right 
side. Subsequent chest films showed complete 
clearing of the pulmonary infiltration. In ad- 
dition, the lungs appeared emphysematous. A 
lateral view of the chest also showed a defi- 
nite prominence of the contour of the right 
ventricle. 

The x-ray of the gastrointestinal tract 
showed no extravasation of barium from the 
esophagus. However, there was aspiration of 
contrast material into the larynx and trachea. 
The swallowing function was not studied 
fluoroscopically, but the dysphagia probably 
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was responsible for the spilling of the barium 
into the larynx. A smoothly outlined, small 
filling defect seen in the duodenal bulb prob- 
ably was a benign polyp of the bulb. The 
lifferential diagnosis would include carcinoid 


and an aberrant pancreatic nodule, simulating 


an intraluminal defect. 

DR. MYRON E. RUBNITZ (chief, laboratory 
service): Biopsies were taken from the skin 
of the leg and from the gastrocnemius muscle 
on the eleventh and eighty-fifth hospital days. 
Histopathologic changes were noted only in 
the earlier biopsies. Microscopic examination 
of the skin showed atrophy of the epidermis 
(figure 1), characterized by thinning of the 
outer layer of skin, along with flattening of 
the rete pegs. A few of the basal layer cells 
demonstrated hydropic degeneration. In the 
derma, there was a paucity of dermal ap- 
pendages, with some crowding. The collagen 
appeared clumped and presented a more 
eosinophilic-staining appearance than is nor- 
mal. The most prominent abnormalities were 
noted on examination of the small arteries and 
arterioles in the lower derma and upper por- 
tion of the subcutaneous tissue (figure 2). 
These showed marked thickening of the wall, 
mild perivascular inflammatory cell infiltra- 
tion, and severe narrowing of the lumen; one 
small artery actually was thrombosed. These 
skin changes, while commonly found in der- 
matomyositis, are more characteristic of those 
seen in scleroderma. 

When the sections of the gastrocnemius 
muscle were examined microscopically, the 
diagnosis of dermatomyositis became more 
apparent. The skeletal muscle changes were 
those of extensive inflammatory cell infiltra- 
tion (figure 3), muscle bundle degeneration 
and destruction, and (as in the skin) inflam- 
matory reaction and thickening of the small 
blood vessels, particularly of the arterioles. 
The degenerative changes of muscle included 
fragmentation of fibers, coagulation of the 
sarcoplasm, and obliteration of the transverse 
striations. An eosinophilic-staining fibrinoid 
material was found deposited in the arterioles 
of both the muscle and the skin. The term 
“polymyositis” probably better identifies the 
muscle changes described here; however, 
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FIGURE 3. Photomicrograph showing inflammatory and 
degenerative changes in the gastrocnemius muscle. 


when coupled with the abnormal histologic 
picture of the skin and with the clinical and 
laboratory findings, it is difficult not to clas- 
sify this as dermatomyositis. 

DR. MONTGOMERY: Clinically, I would not 
diagnose the condition in this patient as der- 
matomyositis. The criteria for diagnosis vary 
considerably among the many students of the 
disease. For instance, Talbott and Ferrandis' 
have said that dermatomyositis is the most 
common of the collagen diseases. Most of us 
do not agree. In my experience, it is one of 
the rarest. Polyarteritis is probably the most 
uncommon at present. I can see why the pa- 
thologist, seeing the sections, would be willing 
to diagnose the disease in this case as derma- 
tomyositis. Our criteria for dermatomyositis 
probably are different from his. We may be 
wrong, but when we started to study some of 
these patients we set up certain arbitrary 
criteria. I do think there are several different 
types of this disease. These are all classified 
at the present time as dermatomyositis. 

There are those patients in whom a single 
muscle group is involved. They have a local- 
ized, tender, doughy muscle group and have 
no fever except at the time of the initial strep- 
tococcal infection or sore throat. Then, there 
are patients in whom the condition is asso- 
ciated with malignancy. There is still another 
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group of patients who have a progressive dis- 
ease and eventually die a respiratory death 
simply because they have no muscles of res- 
piration left. In children, the disease seems 
to be entirely different from that seen in 
adults. I think that all these probably are 
different diseases, but at the present time and 
in our present state of ignorance we group 
them together. 

I do not believe that the disease in this 
patient was dermatomyositis because of (1) 
the severe involvement of the arterioles, which 
looked a good deal like that seen in poly- 
arteritis, (2) the bilateral foot drop, and (3) 
the involvement of the left true vocal cord. 
Now, if the last two findings were due to 
muscular involvement, this might be a derma- 
tomyositis. On the other hand, systemic lupus 
erythematosus could cause a peripheral neu- 
ropathy, but the autopsy findings of systemic 
lupus erythematosus of this type often are 
similar to those of polyarteritis (periarteritis ) 
nodosa. I saw one patient at the University 
of Illinois College of Medicine who had even 
more cellular infiltration of the muscle than 
this man had. I certainly would not dispute 
your diagnosis on the basis of pathologic 
findings; on the grounds of clinical classifica- 
tion, I would question it. 

DR. MARTIN A. SWERDLOW (attending pathol- 
ogist, laboratory service): We have had tre- 
mendous difficulty in making the pathologic 
diagnosis of dermatomyositis. Particularly 
bothersome is the extensive involvement of the 
arteries, as illustrated by this case. Sometimes, 
the veins are involved as well; many times, 
involvement includes the arterioles and the 
venules. At the University of Illinois College 
of Medicine, we have segregated a group of 
such cases which had been diagnosed as 
dermatomyositis and which we are now call- 
ing “some type of angiitis.” Lacking a spe- 
cific etiologic factor, we have tentatively 
labeled these “hypersensitivity angiitis.” 
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In the dermatomyositis that has been as- 
sociated with a high incidence or coincidence 
of malignancy, we have not observed the same 
type of angiitis. Pathologic findings are those 
of classic dermatomyositis, including a real 
change in the muscle, with fracturing of the 
muscle, alterations in the striation, and pro- 
liferation of an almost granulation tissue with 
fibrosis, but not a severe change in the vessels. 
I agree with Dr. Montgomery that there is a 
great overlap in these conditions, and I sug- 
gest that this case be considered as a derma- 
tomyositis rather than as the dermatomyositis. 

DR. ARMAND LITTMAN (chief, medical serv- 
ice): I would like to muddy the waters just 
a bit more. Sunderman and Sunderman,’ Jef- 
ferson Medical College, Philadelphia, have 
done thousands of random serum protein elec- 
trophoretic studies on patients hospitalized for 
a variety of diseases. In 27 patients, they 
found a peak in the alpha;-globulin. They ob- 
served a variety of metabolic and neoplastic 
diseases among these patients, but there were 
seven patients in whom there was no other 
disease and in whom a clear-cut syndrome 
apparently existed. In these seven patients, 
alpha;-globulinemia was “associated with a 
distinctive clinical picture which included 
chronic myalgia, arthralgia, anemia, emacia- 
tion, fever, dermatitis and pleurisy.” There 
was no specific etiologic agent and no spe- 
cific pathologic lesion, and the changes seen 
in muscle biopsy in such cases were nonspe- 
cific. I mention this vague entity because a 
number of these patients recovered after a 
short period of treatment with steroids. 
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Evolution of Technic 
1938 


The marsupialization operation for pilonidal sinus was first described by Buie.* 
The entire sinus was unroofed, and the skin edge and adjacent sac margin were 
excised. The remaining skin was sutured to the edge of the sac. “The histologic 
nature of the sac makes the lining peculiarly fitted for this type of procedure” 


(Buie). 


Example of Buie’s Procedure 


Completed operation. Healed, 29 days. 


1950 


Procedure as modified by the author.* The lateral wall of the sac is excised in 
an effort to shorten the healing time. 


Completed operation. Healed, 23 days. 
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1954 


Further modification of operation.’ All of the sac is excised except for a strip 


measuring approximately 4 in. 


Completed operation. 


Advantages 
Applicability universal, in both simple and 
complicated cases. 


“In and out” procedure; no hospitalization 
necessary. 


No preoperative preparation. 


Disadvantages of primary-closure technics 
avoided. 


Technic simple. 

Minimal loss of tissue. 

Accessory tracts easily visualized. 

No buried sutures. 

Infection not a contraindication to surgery. 
Healing time and convalescence short. 
Adequate drainage provided. 

Morbidity minimal. 

Recurrence rate low. 

Patients ambulatory. 

Scar narrow; adequate padding present. 


Intergluteal contour preserved. 
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Healed, 13 days. 


Military Application 


Important in military medicine because of the 
large number of cases and the number of 
man-days lost. 

From 1941 to 1945, 78,924 cases admitted to 
army hospitals, with an average hospitaliza- 
tion of 55 days for the surgically treated 
patients. 

In 1953, 4,955 cases admitted to army hos- 
pitals. For those surgically treated, hos- 
pitalization averaged 39 days. 


Military Advantages 


With technic described herein, patients are 
“on quarters” only three to five days, on 
“limited duty” three weeks, and on “full 
duty” thereafter. 


No hospitalization. 
Tremendous number of man-days saved. 
Monetary benefit to government. 


Release of hospital beds for treatment of more 
serious cases. 
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Technic | 


Preoperative: An oral antihistaminic is given prior to surgery. 


Anesthesia: — Local field block with 1 per cent lidocaine containing epi- 
nephrine. Because of the diffusion properties of lidocaine, it is 
necessary to inject the deeper tissues only. 


Procedure * 


— 


Incision of skin and sac over mos- Entire sinus laid open. Debris Skin has been circumcised. Edge of 
ion quito clamp in sinus.‘ removed with gauze.‘ skin and sac wall grasped with Allis 
clamps. Excision of sac and skin to 
pbint near midline. 


Suture of remaining skin to edge of sac. Bite includes Procedure repeated on opposite side leaving 4 in. strip. 
deeper tissues. Operation completed. Then pressure dressing applied.‘ 


*When the sinus tracts are small, multiple, narrow or difficult to identify, the 
involved area is excised and then the skin is sutured to the presacral fascia. 
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Points in Technic 


Open sac superiorly and inferiorly into normal tissue. 
Make careful search for additional sinus openings. 


Sutures are left long, four throw ties being made. 


Appearance During the Healing Stage 


Seven days. Removal of sutures.* Fourteen days. Almost healed. Nineteen days. Healed.* 


Postoperative Care 


Each patient is carefully followed until healing is complete. 

New dressing is applied on second postoperative day. - 

Sutures are removed on the seventh day. Sitz baths are begun. 

Dressing is replaced every fifth day by physician; intervening dressings by patient. 


At each dressing, wound is cleansed, the base rubbed with cotton applicator sticks 
to avoid bridging. 


Area is shaved frequently to prevent ingrowth of hair. 
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Illustrative Cases 


Case 1 


History 
Referred for “perirectal” abscess. 


Examination 
Cellulitis and induration of right buttock. Numerous pitted areas and 
sinus openings. Hidradenitis and sebaceous cysts of anal area. 


Operation 
Markedly complicated pilonidal sinus containing hair. 


a. Preoperative appearance.' 
b. Completed operation.‘ 


c. Thirty-four days later.‘ 
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Case 2 


History 
Incision and drainage of abscess one year previously. Episodes of 
discomfort, drainage and “boils.” 


Examination 
Complicated pilonidal sinus with two midline openings and numerous 
lateral extensions. 


Operation 


Numerous small sinus tracts ramifying beneath skin. 


a. Preoperative appearance. 
b. Completed operation. 


c. Twenty-three days later. 
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Illustrative Cases 


Case 3 


History 
Recurrent abscesses (six) since 1944. 
Excision and primary-closure operation, 


1947 and 1951. 


Examination 
Complicated pilonidal sinus extending to 
each side of the anus. Severe hidrade- 
nitis and sebaceous cysts about the anus. 


Completed operation. 


Thirty-two days later. 
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Case 4 4 
History 


Periodic difficulty for several years with 
pain, discomfort and drainage. 


Examination 
Multiple midline openings including one 
near the anal verge. Indurated mass 
(abscess) in left superior area, commu- 
nicating with the midline sinus through 
a fistulous tract. 


Fifty-six days later. 
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Completed operation. 
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Case 5 


ilistory 

Recent infection with drainage. No prior 

h surgery. 
Examination 

Abscess in superior portion of sinus. 
le Several midline openings. At operation, 
SS five accessory deep tracts were found 
u- that contained hair. 


Twenty-four days later. 
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Case 6 


History 
Chronic drainage from pilonidal sinus. 


Examination 
Multiple midline sinus openings and ac- 
cessory sinus openings on both sides of 
buttocks. A 4 cm. indurated mass to left 
of midline. 


Twenty-eight days after operation. 


| 
\ Seven days after operation. | 
‘ | 
Completed operation. 
f 
+ 
| 
| 
| 
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Evaluation of 225 Cases‘ 


Age: 14 to 49 years 
Sex distribution: 202 males, 23 females 
Race: 220 white patients, 5 Negroes 
Prior surgery: Incision and drainage, 62 
Excision and open packing, 11 
Excision and primary closure, 17 
Marsupialization, 1 
(Most patients had a history of abscesses, drainage and recurrences. ) 
Acute abscesses: 31 (seven patients treated primarily ) 
Simple sinus: 109 
Complicated sinus: 116 
Average healing time: three weeks (delayed healing in 17 patients) 
Postoperative complications: Bleeding, 6 
Wound infection, 3 
Splitting of wound, 3 


Follow-Up Study in 200 Consecutive Unselected Cases‘ 


DURATION OF | : | RECURRED 

1-2 38 30 | 8 29 1 3.3 
2-3 28 25 23 2 8.0 
3-4 32 27 | 5 23 4 148 
45 | 9 26 2 71 
5-6 37 | 29 | 4 28 1 3.4 
6+ | 28 | 20 | 8 19 1 5.0 

TOTALS 200 159 41 148 11 6.9 

| | (79.5%) | (20.5%) (93.1%) 


Two deceased patients were excluded. Patients who had been followed less than one year were also excluded. 
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THE FUNCTIONAL HOME 
FOR EASIER LIVING 


Tue monthly feature on “Self-help Devices” 
in this issue (page 634) of PosTcRADUATE 
MepIcINE is devoted to the Functional Home 
for Easier Living. The Functional Home for 
Easier Living illustrates one of the great ad- 
vances which has been made in medicine in 
recent years. This is the change of emphasis 
from the anatomic concept of the capacity of 
the individual to the functional concept. More 
and more we recognize in today’s modern 
civilization that man no longer need rely on 
gross strength to live and to work effectively. 
Throughout the United States today we find 
persons with physical disability and chronic 
disease working effectively in jobs which but 
a few years ago would have been considered 
impossible for them. This has resulted from 
two factors. One is the benefits of modern 
engineering. As our industrial society develops 
technologically, more and more of the energy 
needed to operate machines is provided by 
the machine itself, and the physical demands 
on the individual who operates the machine 
become less and less. Society no longer de- 
mands strength and physical perfection per se. 
Given the benefits of modern engineering, 
through increased technological efficiency and 
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adaptation of the machine to man, even the 
most severely handicapped person has far 
more ability than disability. 

This same bioengineering approach to the 
design of homes, such as the Functional Home 
for Easier Living, permits many severely dis- 
abled homemakers to continue their important 
role as the focal point of the family. 

There is an old adage among those of us 
who work in rehabilitation that any new tech- 
nic or method developed to make the disabled 
person more effective on the job or in the 
home proves equally valuable for the able- 
bodied. 

In the design of many public buildings, 


architects under pressure from the physically 


handicapped have built entrances and exits 
at sidewalk level, have eliminated steps, and 
have made doors wider and elevators larger. 
When these things have been done to help the 
handicapped use the buildings more efficient- 
ly, they have proved to be equally helpful in 
making the buildings more efficient for all. 
This is also true with the Functional Home 
for Easier Living. The many features which 
have been developed through 10 years of re- 
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search and clinical trial were designed to pro- 
duce a physical environment which would re- 
duce the physical demands on the disabled 
person. They serve, however, to make life 
easier and more efficient for all regardless of 
the presence or absence of disability. 
HOWARD A. RUSK 


BRITISH HOSPITALS 


Tue issue of the British Medical Journal for 
September 10, 1960, is a special hospital num- 
ber in which a number of distinguished British 
physicians and architects discuss the problem 
of the development of hospitals in Great Brit- 
ain. The matter is of the greatest importance, 
since hardly any hospitals were built between 
1947 and 1959. In this issue, Sir Arthur 
Thomson discusses the history and develop- 
ment of teaching hospitals in England. Con- 
trary to the view of many American medical 
educators that full-time teaching is essential 
in medical education, Sir Arthur feels that 
there is real danger in conveying too much 
power and influence into the hands of indi- 
viduals, and he does not think that clinical 
science is sufficiently developed to supersede 
all empiric approach and vocational experience 
in practice. He says: “The part-time clinical 
staffs of teaching hospitals are as essential to 
the development of academic units as are pro- 
gressive schools of applied technology to pure 
science; it is a good thing that any advance 
in knowledge should be critically examined 
by those who may subsequently be responsible 
for its application. Again, a great hospital is 
the shrine of fine tradition; it has values and 
an existence of its own, which will be brighter 
and more effective if tempered by the scien- 
tific spirit of the academic units; but I have 
no wish to see a teaching hospital become a 
university department of human biology.” 
Lord Taylor, medical director of the Har- 
low Industrial Health Service, feels that it is 
more important to know how to improve exist- 
ing hospitals than to build new ones. “New 
building,” he states, “ought to come a long 
way behind the job of improving what we 
already have.” In Great Britain much agita- 
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tion has developed for the admission of gen- 
eral practitioners to hospitals, but Lord Taylor 
says: “I must confess to seeing no future for 
general-practitioner beds, save in very remote 
areas. That is not to say that some G.P.s with 
special experience should not have a proper 
place in hospital. But if general practice is 
to mean full specialization in extrahospital 
medicine, in the home, the surgery, the clinic, 
the school, and the factory, there is no time 
for looking after patients properly in hospital. 
What the G.P. needs is open access to the 
pathology, x-ray, and physiotherapy depart- 
ments; a good domiciliary consultant; home- 
nursing, home-help, and health-visitor service 
at his disposal; and proper secretarial help. 
All this is coming fast, though most slowly 
around the teaching hospitals.” 

Sir Allen Daley, in a discussion on “British 
hospitals as they were before 1948,” says that 
today the hospitals have been strengthened in 
their medical and nursing staffs. All medical 
staffs are now paid for their services. The pay 
is fixed by government on a uniform national 
basis. The regional-board hospitals feel that 
the teaching hospitals get too large a slice of 
the money available. Nevertheless, former 
voluntary hospitals no longer desperately need 
money. A better spread of consultants has 
occurred. Mental hospitals are being brought 
into closer contact with other hospitals. 

Drs. J. O. F. Davies and Walpole Lewin, 
Oxford Regional Hospital services, are con- 
vinced that present hospital facilities are in- 
adequate in Great Britain and that the demand 
for hospital services is increasing rather than 
decreasing. They urge that the public be 
aroused to demand more new hospitals sooner. 

Among the most striking items of this re- 
port is one by Dr. John D. Spillane, consultant 
neurologist to the Cardiff Royal Infirmary, 
who contributes a perspicacious commentary 
on new American medical schools which he has 
visited, including the University of Washing- 
ton School of Medicine, the Stanford Univer- 
sity School of Medicine, and the University 
of Florida College of Medicine. In discussing 
teaching trends, he says: “It is not easy to say 
anything fresh about the education of the 
American doctor. His teachers seem more dis- 
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satisfied than ours and their struggles with 
their consciences more tormenting. (Why is 
it that on both sides of the Atlantic surgeons 
are in a happier position? Because they have 
said less?) The whole subject is awash with 


solemn nonsense, but in America it is the: 


jargon that bewilders and antagonizes. One 
tires of ‘motivation,’ ‘challenge,’ ‘goals,’ 
‘skills,’ ‘aptitudes,’ and ‘drives’ (‘serendipity’ 
is the latest), but it is only fair to say that 
so do many American teachers.” 

Dr. Spillane believes that the derogation of 
the old-fashioned lecture has gone too far. 
“Poorly done,” he says, “we know it has little 
educational value, but the same can be said 
for the small-group discussion and the labora- 
tory exercise.” He also notes especially the 
trend in new American schools to establish 
departments of behavioral science. 

In addition to the three medical schools 
which were given special discussion, Dr. Spil- 
lane refers to Harvard Medical School, West- 
ern Reserve University School of Medicine, 
Yale University School of Medicine, the Al- 
bert Einstein College of Medicine of Yeshiva 
University, the University of Kentucky Medi- 
cal Center, and others. He was especially in- 
terested in the use of closed-circuit television, 
which he observed at Baylor University Col- 
lege of Medicine. 

Most timely is Dr. Spillane’s discussion of 
progressive patient care. This is “. . . the 
organization of facilities, services, and staff 
around the medical and nursing needs of the 
patient.” He also was especially impressed by 
the experimental observation unit at Roches- 
ter Methodist Hospital, Rochester, Minnesota. 
This is an intensive-care unit of circular de- 
sign consisting of 12 single rooms placed 
around the edge of a circle with a nursing 
station in the center. A similar construction 
has been developed at Hadassah Hospital in 
Jerusalem. 

The editorials in this special issue of the 
British Medical Journal elaborate further the 
problems in this area that are troubling ad- 
ministrators, hospital authorities and physi- 
cians in Great Britain. The editor concludes: 
“Those responsible for bringing to the pa- 
tient’s bedside the products of the research 
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worker must also have the courage to experi- 
ment if they are to keep pace with the man 
in the laboratory. . . . But there can be little 
doubt that the whole organization of the 
N.H.S., including its hospital problems, runs 
the risk of becoming a static structure unless 
all those engaged in its work see in it a tre- 
mendous opportunity for progressive adapta- 
tion to the needs of the population in health 
and disease. . . . Any thinking on these lines 
is bound to be cluttered with preconceptions 
based on past experience. All professions are 
by their nature conservative. Those engaged 
in planning and organizing the medical serv- 
ices need to be bold enough to imitate the 
initiative and originality of thought which has 
inspired the research that has given the mod- 
ern doctor powerful modern medical tools he 
now has at his disposal. The revolution in 
therapeutics that has been brought about in 
the past thirty years or more has not come 
to an end, so it is at least permissible to 
speculate on some of the preventive and thera- 
peutic possibilities which may be opened up 
by new discoveries. For example, there is an 
embarrassment of facts on the nature and 
cause and treatment of cancer. A tremendous 
effort has been made to discover a remedy 
which will kill the cancer cell without killing 
the normal cell. Some chance observation akin 
to the one made by Alexander Fleming may 
at any time make the surgical and radiothera- 
peutic attack on cancer a thing of the past. 
The effect of such a discovery on an ageing 
population would empty surgical theatres and 
surgical beds as dramatically as the antitu- 
berculous drugs have emptied the sanatoria. 
Research workers all over the world are trying 


to unlock the puzzle of the degenerative dis- 


eases, especially those pathological changes in 
blood vessels which cause so much ill-health 
and death in those past middle age. Bacteria 
may still develop new ways and means by 
which to slip through the mesh of modern 


antibiotics, but it is not too rash to say that 


modern medicine now has bacterial infections 
under control. And now, too, we are within 
the reach of preventing widespread epidemics 
caused by viral infections.” 

MORRIS FISHBEIN 
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TRICHOMONIASIS TREATED 
WITH METRONIDAZOLE 


I the British Medical Journal for September 
24, 1960, appear a number of articles and 
an editorial concerning a new product called 
metronidazole which is used for the oral treat- 
ment of trichomoniasis. 

Drs. Leslie Watt and R. F. Jennison,' St. 
Mary’s Hospital for Women, Manchester, Eng- 
land, emphasized that Trichomonas vaginalis 
is a pathogen and not a harmless inhabitant 
of the genital system. It was found that 18 
of 30 men whose wives had chronic tricho- 
moniasis harbored the organism, most fre- 
quently in the prostate. Generally, treatment 
of this condition has been most unsatisfactory. 
Among the reasons suggested for failure of 
local treatment in women is the existence of 
foci of infection elsewhere than in the vagina 
and repeated reinfection by husbands. The 
condition occurs also in virgins and women 
who are not indulging in coitus, but foci of 
infection elsewhere may give rise to such 
infections. 

The new drug metronidazole, a derivative 
of imidazole, is known in France as Flagilon 
and in England as Flagyl. In France, reports 
on this drug appeared in 1959 and also have 
been made more recently; however, the re- 
ports in the British Medical Journal seem to 
be the first from other areas. The French 
reports were most optimistic. In the report 
from Manchester, 50 consecutive patients, 48 
white and two Negro women ranging in age 
from 17 to 58 years, were treated for the 
condition. All complained of the offensive 
discharge, some irritation and, occasionally, 
pain on intercourse. At the end of the treat- 
ment 44 of the 50 patients were without any 
clinical or laboratory evidence of infection. 
Some who had become depressed at the failure 
of previous treatments were greatly improved 
in their mental attitude. Six patients did not 
respond to the initial course of treatment and 
were then given a second series. Three of these 
eventually made complete recoveries; how- 
ever, there was no improvement in the other 
three patients. One of the patients was not able 
to tolerate the drug in high dosages. 
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In a report from the Liverpool Royal In- 
firmary, Dr. Elizabeth Rees* recorded the re- 
sults in 33 patients, 30 of whom responded 
successfully within seven days of the end of 
the treatment. Two patients responded well 
after a second course of treatment, and one 
apparently either was not cured or had a 
symptomatic relapse. Dr. Rees called atten- 
tion to the possible hazards associated with 
this method of treatment. Such infection is 
common in women who have gonorrhea, and 
the rapid cure of the trichomoniasis may serve 
to conceal the gonorrheal infection. 

Drs. Mary Moffett and M. Isabel McGill,* 
Glasgow, treated 42 patients with tricho- 
moniasis, 26 of whom had a concurrent gonor- 
rheal infection. In 40 patients the tricho- 
monads had disappeared by the third day of 
treatment and the symptoms had subsided. 
Metronidazole was effective and presented no 
additional hazard in pregnant women. It was 
also successful in three of four postmenopausal 
patients. The presence of cervical erosions 
made the cure of 7’. vaginalis vaginitis difficult 
but did not interfere with the response to 
metronidazole. Three 200 mg. tablets of this 
drug are given daily. 

The British Medical Journal called atten- 
tion to several reports on the use of metroni- 
dazole which have appeared in the British 
Journal of V enereal Diseases. The results there 
reported were similar to the three new articles 
abstracted here. Results indicate that the drug 
is just as effective in men as in women. If 
further study absolutely confirms these in- 
vestigations, local treatment would appear to 
be no longer necessary. A major advance has 
been made in treating what has heretofore 
been a most difficult condition. 


MORRIS FISHBEIN 
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even his edlleagues know —if his seizures are 
adequately controlled —wien proper medicati eniletics may 


® tandingly effective in grand 
D LA NTI N os... (diphenylhydantoin sodium, Parke- 
~ “ is available in several forms inelu ing Kapseals of 0.03 Gm. a 


f 0.1 Gm., in bottles of 100 and 1,000. — 


. grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 
0 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN® — 
-Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 4 <i 
-16-ounce bottles. + CELONTIN® (methsuimide, Parke-Davis) 0.8 Gm, bottles of 100. | 
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© HEART SOUND TAPE RECORDER AND PLAYER 
(Model 278) 


DESCRIPTION: Designed for recording and listen- 
ing to heart and other physiologic sounds, this 
tape recorder also can be used as an amplifying 
stethoscope and as a playback device. The sounds 
are recorded at a tape speed of 7.5 in. per second 
on 7 in. or smaller reels or on short loops which 
can be played back repetitively. The recording 
level can be monitored by the built-in VU-meter. 
The mahogany carrying case is 21,5; by 124% by 
75% in. The tape recorder operates on 115 V, 
60 cycle AC current, but it can be modified 
for other voltages and frequencies. It also can 
be used with oscilloscopes for audio-visual pres- 
entations and with a power-amplified speaker. 

PRODUCER: Sanborn Company, Waltham, Mass. 


jor your 
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Information published in this department 
is supplied by the manufacturers of the 
products described. 


© LIDA-MANTLE® 


PURPOSE: To treat pruritus. 

COMPOSITION: Lidocaine hydrochloride (xyYLo- 
cAINE® hydrochloride) in the Acid Mantle 
vehicle. 

DOSAGE AND ADMINISTRATION: Apply liberally as 
needed. 

HOW SUPPLIED: ¥% and 1 oz. tubes. 

PRODUCER: Dome Chemicals Inc., New York. 


® CALDESENE® MEDICATED OINTMENT 
(New Product Form) 


PURPOSE: To treat minor skin irritations. 
COMPOSITION: 15 per cent calcium undecylenate 
in a water-washable base. 

HOW SUPPLIED: 114 oz. collapsible tubes. 
PRODUCER: Maltbie Laboratories Division, Wal- 
lace & Tiernan, Inc., Belleville, N. J. 


© FLEET® THEOPHYLLINE RECTAL UNIT 


PURPOSE: To provide bronchodilation and coro- 

nary vasodilation. 

COMPOSITION: Each unit contains 0.3125 gm. 

theophylline monoethanolamine in 37 ml. of 

clear, aqueous solution. 

HOW SUPPLIED: Packages of six individual units. 

each including a disposable bottle of solution and 

a prelubricated rectal tube. _ 

propuceRr: C. B. Fleet Co., Inc., Lynchburg, Va. 
(Continued on page A-116) 
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This is the promise of Noludar 300...a night of deep, refreshing sleep without risk of habit- 
uation or toxicity...6 to 8 hours of undisturbed rest...an easy awakening in the morning, 
free of fogginess or barbiturate “hangover.” Try Noludar 300 for your next patient with a 

sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


BAA, ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


‘4 
=m. 
of 
Va. 


New for Your Armamentarium 


\ 

/ \ 


j 


) 


© LABORATORY FLASKS 


DESCRIPTION: Made of heat-resistant borosilicate 
glass, these laboratory flasks incorporate fea- 
tures for increased efficiency. A plastic thread 
screw cap with a chemically inert polyethylene 
liner is available on eight volumetric flasks with 
capacities from 25 to 2000 ml. In 25 and 50 ml. 
volumetric flasks, an expanded open end facili- 
tates transfer of crystals, salts and powders. 
Beaded rims for greater resistance to impact are 
now used on an expanded line of Erlenmeyer 
flasks and on narrow-mouthed ware with capaci- 
ties ranging from 10 to 4000 ml. Wide-mouthed 
beaded ware also is available in capacities of 
500 and 1000 ml. 

PRODUCER: Corning Glass Works, Corning, N. Y. 


ROETINIC® CAPSULES 
(New Formula) 


PURPOSE: To treat anemia. 

COMPOSITION: Vitamin B,., iron fumarate, vita- 
min C and trace amounts of molybdenum, cobalt, 
copper, manganese and zinc. 

HOW suPPLIED: Cartons and bottles of 100. 
proDUCER: J. B. Roerig and Company, Division 
of Chas. Pfizer & Co., Inc., New York. 


© VAD® SOFCREAM 


PURPOSE: Daily skin care for infants. 
COMPOSITION: Each ounce contains: 


100,000 u.s.P. units 
10,000 U.s.P. units 
0.10% 


These agents are combined in an emulsified oint- 
ment base containing vitamin E, lanolin and 
mineral oil. 

HOW SUPPLIED: 41 oz. Pressure-Pak cans. 
PRODUCER: Walker Laboratories, Inc., Mount 
Vernon, N. Y. 
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© ENDOTUSSIN®-NN SYRUPS 


PURPOSE: Antitussive and antihistaminic therapy. 
COMPOSITION: Each 5 cc. of Endotussin-NN 
Syrup contains: 


..... 10mg. 
Homatropine methylbromide ..._.. 0.5 mg. 
Pyrilamine maleate ............. 12.5 mg. 
Ammonium chloride ............. 60 mg. 


eee 85 mg. 
Each 5 cc. of Endotussin-NN Pediatric Syru 
contains the same amount of ammonium chloride 
and lesser amounts of the other ingredients list- 
ed above, with the exception of pyrilamine ma- 
leate, which is omitted. 
posacE: The following doses are to be adminis- 
tered every three to four hours. Endotussin-NN 
Syrup: for adults, 1 teaspoonful; for children 6 
to 12 years old, 14 teaspoonful. Endotussin-NN 
Pediatric Syrup: for children two to four years 
old, 1 teaspoonful; for children four to six years 
old, 1 to 2 teaspoonfuls; for children 6 to 12 
years old, 2 teaspoonfuls. 
HOW SUPPLIED: Endotussin-NN Syrup: 2, 4 and 
16 oz. and 1 gal. bottles. Endotussin-NN Pedi- 
atric Syrup: 4 oz. bottles. 
propucER: Endo Laboratories, Richmond Hill. 
N. Y. 


© HYPAQUE® 
(New Product Form) 


DESCRIPTION: This radiopaque agent for gastro- 
intestinal visualization is supplied as a powder 
or liquid for oral administration. A 15 ce. 
measuring spoon is supplied with the powder. 
Polysorbate 80 has been added to Hypaque to 
increase effective contact with the folds of the 
intestinal tract and to facilitate entry into the 
sinus tract. 

propucer: Winthrop Laboratories, New York. 


MATURON 


PURPOSE: Dietary supplement and digestive aid. 

composition: Each tablet contains 12 vitamins. 

eight minerals, three enzymes and three lipo- 

tropic agents. 

DOSAGE AND ADMINISTRATION: 1 tablet with meals 

or as prescribed. 

HOW SUPPLIED: Bottles of 100 and 1000. 

propucer: Ayerst Laboratories. New York. 
(Continued on page A-118) 
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METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 
... ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 
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Metamine’ Sustained* helps 
you dilate the coronaries stant 


METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


es et therap., 83:367, 1946. 3. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes. Leeming ¢ Ce Suc. New York 17, N. Y. *Patent applied for 
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New for Your Armamentarium 


© BASSINET 


DESCRIPTION: Equipped with an obstetric resus- 
citator, this electrically heated bassinet will ac- 
commodate either one or two infants. The resus- 
citator can carry on the full respiration cycle and 
is operable with oxygen from a piped system or 
from E cylinders on the cart. Separate controls 
at head and foot provide for adjustment of bed 
height and for placing the infant in the Tren- 
delenburg position. The unit is finished in blue 
baked enamel and stainless steel and has shelves 
for linen and doctors’ accessories. The bassinet 
and resuscitator are available separately or as 
a unit. 

PRODUCER: Stanton Scientific Company. Dis- 
tributed by National Cylinder Gas Division of 
Chemetron Corporation, Chicago. 


ULO® syrup 


PURPOSE: Antitussive therapy. 

composition: Chlophedianol hydrochloride. 
DOSAGE AND ADMINISTRATION: 1 teaspoonful at 
bedtime. 

PRODUCER: Riker Laboratories, Inc., Northridge, 
Calif. 


© COPLEXEN® 


PURPOSE: Symptomatic treatment of respiratory 
infections in children. 

COMPOSITION: Trimeprazine, phenylpropanola- 
mine hydrochloride and acetaminophen in a cur- 
rant-flavored liquid. 

PRODUCER: Smith Kline & French Laboratories, 
Philadelphia. 


RECTALYT® 


PURPOSE: Anesthetic, antiinflammatory and anti- 

pruritic rectal medication. 

COMPOSITION: Each 3 gm. unit contains: 
Hydrocortisone alcohol ... 10 mg. 
Sodium dimethylacroyl 

sulfanilamide (SULFAURIDIN®) — 105 mg. 

These agents are combined in a water-miscible, 
rapidly dispersing base and are contained in a 
disposable RECTISERT®. 
INDICATIONS FOR USE: Acute inflamed internal 
hemorrhoids; acute and chronic proctitis of un- 
known etiology; proctitis due to medications, 
ulcerative colitis or radiation; inflamed postoper- 
ative scar tissue; itching and burning symptoms 
of allergy, and discomfort from Sjégren’s syn- 
drome. Rectalyt is also used to control pain and 
discomfort caused by anorectal conditions when 
surgery is deferred because of illness, pregnancy, 
cardiovascular disease or advanced age. 

DOSAGE AND ADMINISTRATION: 1 unit three times 

a day (preferably following bowel movement). 

HOW SUPPLIED: Boxes of 12 Rectiserts. 

PRODUCER: Mallon Division, DOHO Chemical 

Corp., New York. 


© SALT SUBSTITUTES 


DESCRIPTION: Providing less than 20 mg. sodium 
per hundred grams, these salt substitutes enhance 
natural food flavors. Available are seasoned, gar- 
lic and onion salt substitutes, all containing po- 
tassium chloride and monopotassium glutamate. 
These products are packaged in sprinkle-top 
shaker jars. 

ProDUCER: Adolph’s Ltd., Burbank, Calif. 


© RECTALAD®-MIGRAINE 


PURPOSE: To relieve migraine. 


COMPOSITION: 
Ergotamine tartrate . 2mg. 
_. 25 mg. 
Chloral hydrate .._.. 200 mg. 
Scopolamine aminoxide 
hydrobromide ......... 0.4 mg. 


These ingredients are combined in the Rectalad 
device. 
PRODUCER: Wampole Laboratories, Stamford, 
Conn. 
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relieve pain with precisely 
the right degree of analgesia 


control moderate to severe pain . 


Compound with Codeine Phosphate products provide pinpoint control, anywhere along the pain 
scale, for all intensities up to that which requires morphine — without narcotic excess. For effective 
analgesic, antipyretic and antitussive action, prescribe the ‘Empirin’ Compound that suits your 
purpose best. 


‘Tabloid’ ‘Tabloid’ 
‘EMPIRIN’ COMPOUND’ |‘EMPIRIN’ COMPOUND’ with 


Acetophenetidin ............... gr. 2% coD El N E OSPHATE* 


gr. 3% 


gr. % No. 1 — Codeine Phosphate .............. gr. % 
No. 2 — Codeine Phosphate .............. gr. % 
F No. 3 — Codeine Phosphate .............. gr. % 
No. 4 — Codeine Phosphate .............. gr.1 
*Subject to Federal Narcotic Regulations. 
& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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THE MEDICAL 


&> THE HEART IN INDUSTRY 
Edited by Leon J. Warshaw, M.D., Medical Di- 


rector, Paramount Pictures Corporation and 
United Artists Corporation, New York, with 24 
contributors. 677 pages, illustrated. 1960, Paul 
B. Hoeber, Inc., Medical Division of Harper & 
Brothers, New York. $16.00. 


Containing current knowledge of the effects of 
cardiac disease on the worker, this volume covers 
many aspects of the cardiac patient in industry. 
Subjects discussed range from the physiologic 
effects of work on the heart to views of work- 
men’s compensation in heart disease. There also 
are excellent sections on cardiovascular disorders 
arising from exposure to industrial hazards, 
trauma and physical and emotional stress. The 
chapter dealing with the cardiac patient on the 
farm is indeed unique and contains common- 
sense applications which, although seeming to 
approach the layman’s viewpoint, are vitally nec- 
essary in directing proper rehabilitation of the 
farmer with cardiac disease. 

While presenting a practical approach to the 
evaluation of workers with cardiac disorders, the 
contributors to this book have frequently tabu- 
lated diagnostic or therapeutic measures familiar 
to most clinicians in order to discuss at length 
the manifold problems confronting industry’s 
employment or rejection of such persons. The 
text provides guiding principles in the selection 
of the right man for the right job. 

Much can be said to commend this text, in- 
cluding its easy readability and coherent style, 
which remains remarkably uniform throughout 
the volume despite the number of contributors. 
The illustrations, although not abundant, are 
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well done and each chapter is followed by well- 
selected references. 
H. J. S. 


> ARTHRITIS AND ALLIED 
CONDITIONS 
A Textbook of Rheumatology 


Edited by Joseph Lee Hollander, M.D., Associate 
Professor of Medicine, University of Pennsyl- 
vania School of Medicine and Graduate School 
of Medicine, Philadelphia, with 39 contributors. 
Ed. 6. 1,306 pages with 417 illustrations. 1960, 
Lea & Febiger, Philadelphia. $20.00. 


The same convenient and familiar format of 
former editions of this outstanding textbook is 
retained in the present volume, which includes 
material on the many advances made in rheuma- 
tology since the last edition was published in 
1953. The book has been extensively revised and 
brought up to date, and many new subjects have 
been added. 

As is to be expected, the major portion of the 
text deals with rheumatoid arthritis and condi- 
tions such as psoriatic arthritis, rheumatic fever, 
palindromic rheumatism and other conditions 
which resemble rheumatoid arthritis. However, 
subjects such as osteoarthritis, lupus erythemato- 
sus, polyarteritis, dermatomyositis, scleroderma, 
gout, alkaptonuria, amyloidosis, sarcoidosis and 
arthritis occurring in association with specific 
infections are well covered. There is also a valu- 
able section dealing with traumatic arthritis, 
painful shoulder and similar subjects. 

R. V. R. 
(Continued on page A-128) 
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Hydroflumethiazide Reserpine 


In each SALUTENSIN Tablet: 
Saluron® (hydroflumethiazide ) — 


Protoveratrine A 


a saluretic-antihypertensive 
Reserpine —a tranquilizing drug with 
peripheral vasorelaxant effects 
Protoveratrine A—a centrally mediated 
1 


xant 


0.2 mg. 


An integrated multi-therapeutic 


antihypertensive, that combines in balanced pro- 


portions three clinically proven antihypertensives. 


Comprehensive information on dosage and precautions 
in official package circular or available on request. 


BRISTOL LABORATORIES 


Syracuse, New York 


d A 
ic 
] 
Ab 
0.125 mg. 


The Medical Bookman 


> THE YEAR BOOK OF 
MEDICINE (1960-1961 ) 


Edited by Paul B. Beeson, M.D., Carl Muschen- 
heim, M.D., William B. Castle, M.D., Tinsley R. 
Harrison, M.D., Franz J. Ingelfinger, M.D. and 
Philip J. Bondy, M.D. 740 pages, illustrated. 
1960, The Year Book Publishers, Inc., Chicago. 
$8.00. 


Following the same plan as in the past, the 
present edition of this volume presents abstracts 
of the important papers in medicine published 
during the preceding year. The book is divided 
into six main sections, dealing with infections; 
the chest; the blood and blood-forming organs; 
the heart, blood vessels and kidneys; the diges- 
tive system, and metabolism. 

The text is well written and illustrated, and 
contains many helpful editorial comments. This 
volume continues to be an invaluable aid to the 
busy physician. 

R. ¥. R. 


&> AN MMPI HANDBOOK 
A Guide to Use in Clinical 
Practice and Research 


By W. Grant Dahlstrom and George Schlager 
Welsh, Departments of Psychology and Psychi- 
atry, University of North Carolina, Chapel Hill. 
559 pages, illustrated. 1960, University of Minne- 
sota Press, Minneapolis. $8.75. 


Designed as a practical manual and guidebook 
for individuals of all professions who use the 
MMPI (Minnesota Multiphasic Personality In- 
ventory), this book contains most of the signifi- 
cant research that has developed regarding this 
commonly used structured personality test. It 
also covers practical problems such as adminis- 
tration and scoring of the test. A large section 
is devoted to the basic interpretation problems 
involved in both individual scale interpretation 
and pattern configuration in MMPI profiles. A 
most significant part of the book presents a num- 
ber of clinical applications for the use of the 
MMPI in various aspects of medical and psychi- 
atric practice. Use of the test in the nonmedical 
setting is also carefully described and evaluated. 

The book becomes more than a handbook 
when it gives basic material on scale derivation 
and the structure of the test as well as a review 
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of most of the basic background papers appear. 
ing during early stages of the test development. 

One of the more significant aspects of the book 
is a lengthy series of appendixes containing an 
alphabetic listing of items, scale membership of 
each of the items, basic and special scales and 
their scoring procedures, intercorrelations among 
the basic scales on various populations, and fre- 
quencies of profile codes in various normal and 
clinical populations. There also is a bibliography 
with more than 1000 references identifying avail- 
able published reports regarding the develop. 
ment, use and interpretation of the test. 

W. M.S. 


> ORAL AND DENTAL DIAGNOSIS 
With Suggestions for Treatment 


By Kurt H. Thoma, D.M.D., Professor of Oral 
Surgery, Boston University School of Medicine, 
Boston, and Hamilton B. G. Robinson, D.D.S., 
Dean and Professor of Oral Diagnosis and Pa- 
thology, School of Dentistry, University of Kansas 
City, Kansas City, Missouri. Ed. 5. 549 pages 
with 975 illustrations. 1960, W. B. Saunders 
Company, Philadelphia and London. $11.00. 


Although this book is primarily designed as 
a textbook for dental students and as a reference 
for the practicing dentist, many sections would 
prove useful in some specialties of medicine and 
surgery. The authors are outstanding in the field 
of oral pathology and diagnosis and have made 
many contributions to the literature. 

The text is organized in two parts. Part 1 con- 
cerns diagnosis and treatment prescription; it 
includes discussions of the most elementary 
phases of examination and evaluation of the pa- 
tient, the case history, laboratory tests, and con- 
sultation. This would have little significance to 
the medical practitioner. Part 2 concerns diag- 
nosis of oral disease. 

The oral cavity is many times neglected in 
medical education. This book would provide the 
medical student and practicing physician with 
many excellent illustrations of oral disease. It 
contains material that would be helpful to the 
oral surgeon, the plastic surgeon and the oral 
diagnostician. There is likewise much informa- 
tion of value for a teaching program for student 
nurses. 

J. A. G. 
(Continued on page A-130) 


POSTGRADUATE MEDICINE 


Pa | 

® 
{ 
=. 


why no 
folic acid 
\ in 
\ Adabee ? 


Although not itself harmful, the small amounts of folic acid in 
“comprehensive” multivitamins can correct significant blood dis- 
orders to confuse the diagnosis and delay the treatment of perni- 
cious anemia victims.’ Peripheral blood and bone marrow data 
may appear normal! in such patients while accompanying nerve 
degeneration continues. Diagnosis delayed by normal appearing 
indices can thus allow irreparable neurologic damage to occur 
before the true nature of the disease is recognized and treatment 
begun.‘ 


To help physicians avoid this threat, Robins has formulated 
Adabee®, a new therapeutic multivitamin without folic acid, that is 
especially safe for long-term nutritional therapy in patients who 
require maximum support. 


why no vitamin B,, in Adabee”? 


In order to obtain therapeutic levels of specific vitamins for certain 
individual deficiencies, doctors must often employ a “comprehen. 
sive” multivitamin.*? Many such elongated formulas include as 
ingredients substances which are nonessential, expensive to the pa- 
tient, and 


On the basis that B,2 in therapeutic vitamin mixtures has been 
described as needless by the A. M. A.,? and its unnecessary®*®™*-1 
and indiscriminate use’ has been criticized by astute hematologists,’ 
internists,”° pathologists,’ and nutritional workers,” this member 
of the B-complex has also been omitted from Adabee. 


In a rational formula,”:***-"" the need for hormones, enzymes, amino 
acids, or yeast is not supported. And since these superfluous sub- 
stances might encumber the desired response to concurrently ad- 


ministered drugs, they are not found in the Adabee formulas. 


December 1960 


Each yellow, capsule-shaped Adabee® 
tablet contains: 


Vitamin 29,000 USP units 


1,000 USP units 
Thiamine mononitrate (B:) ....... wwe LO Mg. 
Riboflavin (Bz) 10 mg. 
Pyridoxine HCI (Be) «Mg. 
Nicotinamide (niacinamide) ............ 50 mg. 
Calcium pantothenate ....... 10mg. 
Ascorbic acid (vitamin C) .............. 250 mg. 


Each green, capsule-shaped Adabee®-M 
tablet contains Adabee, plus nine minerals: 


Iron 15.0 mg. 
Iodine ..... 0.15 mg. 

1.0 mg. 

1.0 mg. 

6.0 mg. 
15mg. 
5.0 mg. 
Phosphorus 80.0 mg. 
references: 


1. Ellison, A. B. C., J.A.M.A., 173:240, 1960. 2. White, P. L., Sec’y, 
A.M.A. Council on Foods and Nutrition, J.A.M.A., 169:41, 1959. 
3. New Eng. J. M., Vol, 259, No. 25, Dec. 18, 1958, p. 1231. 4. Good. 
man, L, S., and Gilman, A., The Pharmacological Basis of Therapeutics, 
2nd ed., New York, Macmillan, 1955, pp. 1709-10, 1489-91, 5, Federal 
Register, Vol. 25, No. 136, July 14, 1960, p. 6633. 6. Conley, C. L., 
and Krevans, J. R., New Eng. J. M., 245:529-31, 1951. 7. Wintrobe, 
M. M., Clinical Hematology, 3rd ed., Phila., Lea & Febiger, 1952, pp. 
398-400. 8..Frohlich, E. D., New Eng. J. M., 259:1221, 1958. 9. Vilter, 
R. W., Modern Medicine, 28:15, p. 90, Aug. 1960, 10. Bean, W. B., 
Drugs of Choice: 1960-61, W. Modell, ed., St. Louis, C. V. Mosby Co., 
1960, pp. 115-16. 11. Crosby, W. H., Col., M.C., U.S.A., Military 
Medicine, 125:233, April, 1960. 12. Harris, C. E. C., Conn. State Med. 
J., pp. 543-45, July 1958. 13. Todd, Sanford, and Wells, Clinical 
Diagnosis By Laboratory Methods, 12th ed., W. B. Saunders, Phila., 
1954, pp. 306-7. 14. Goldsmith, G, A., Am. J. of M., 25:680, Nov. 1958. 
15. Darby, W. J., Am. J. of M., 25:726, Nov. 1958. 16. GP, Vol, 
XVIII, No. 2, p. 119, Aug. 1958. 17, J.A.M.A., Vol. 173, No. 16, pp. 
1831-32, 1960. 


the multivitamin without folic acid... or Biz 


new! Adabee 


A.H. Robins Co., Inc. 
Richmond 20, Va. 
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The Medical Bookman 


EDEMA 
Mechanism and Management 


Edited by John H. Moyer, M.D., Professor and 
Chairman, and Morton Fuchs, M.D., Assistant 
Professor of Medicine, Department of Medicine, 
Hahnemann Medical College and Hospital of 
Philadelphia. 833 pages, illustrated. 1960, W. B. 
Saunders Company, Philadelphia. $15.00. 


The papers and reports from panel discussions 
that were presented at a Hahnemann symposium 
on the mechanisms, therapy and syndromes asso- 
ciated with edema are presented in this book. 

The text begins with a series of papers on the 
physiology of edema and on the role of the 
kidneys, water, sodium, aldosterone and other 
factors in the formation of edema. The second 
section deals with the pharmacologic and thera- 
peutic aspects of diuretic agents such as the 
xanthines, mercurials, triazines, carbonic anhy- 
drase inhibitors, thiazides and spirolactones. The 
rest of the text is devoted to syndromes asso- 
ciated with edema, including hypertension, preg- 
nancy, premenstrual tension, renal and hepatic 
diseases, heart failure and iatrogenic edema. 

This book is well edited and illustrated, and 
a bibliography of varying length follows almost 
every paper. It is certain to become a standard 
reference work in this field. 

R. V. R. 


KEY TO LASTING SLIMNESS 


By Corinne Collins, with a foreword by Jean 
Mayer, Ph.D. 80 pages. 1960, J. Richard Collins, 
Publishers. Distributed by Doubleday & Com- 
pany, Inc., Garden City, New York. $1.00. 


The physician who wants to suggest an ade- 
quate but inexpensive book on diets and weight 
control to his patients may find this book to be 
just what he has been waiting for. Written by an 
intelligent layman for intelligent laymen, this at- 
tractive monograph avoids both errors of fact 
and overtechnical language. It explains the vo- 
cabulary of nutrition: calories, proteins, carbo- 
hydrates, fats, vitamins and minerals. It gives 
the energy expenditures for various usual physi- 
cal activities and describes the National Research 
Council Recommended Dietary Allowances. It 
has a comprehensive food composition table, and 
it suggests proper methods of calculating and 
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keeping a record of one’s own caloric intake. It 
warns against trick drugs, massages and steam 
baths as methods of weight control and gives 
sensible advice on hygiene, diets and exercise, 
The success of this book, first in California 
and now nationally (it has already gone through 
several printings and one revision since March 
1960), is reassuring proof that it is possible for 
a book on nutrition to be sound and yet popular, 
J. M. 


> FRACTURES, DISLOCATIONS 
AND SPRAINS 


By Philip Wiles, F.R.C.S., Honorary Consultant 
Orthopaedic Surgeon, The Middlesex Hospital, 
Middlesex, England. 67 pages with 519 illustra- 
tions. 1960, Little, Brown & Company, Boston. 
$7.50. 


The design of this atlas follows closely the 
design of a series of large hand-printed display 
cards which were prepared and mounted some 
eight years ago in the orthopedic and fracture 
department of the Middlesex Hospital. Since 
these cards were immediately popular, the author 
felt it advisable to group them into an atlas of 
fractures, dislocations and sprains. The book 
has been produced with the immediate needs of 
the admitting officer and the medical student in 
mind, but certainly all practicing physicians 
would find it useful. 

The text includes a brief analysis of the heal- 
ing of fractures, definitions of delayed union 
and nonunion, and a conveniently organized 
tabulation of the forces which produce a frac- 
ture, as well as the pattern, displacement and 
stability of various fractures. Associated in- 
juries, closed and open reduction, splinting, in- 
ternal fixation, preservation and restoration of 
function in the associated joints, injuries to 
nerves and arteries, avascular necrosis, and de- 
generative changes are considered briefly. 

Following these introductory remarks, the var- 
ious fractures, dislocations and sprains are dis- 
cussed according to anatomic locations and bones 
involved. Because the text was limited in size 
and because the author preferred pictures and 
line drawings to discussion, details of treatment 
often are not presented; however, in general, the 
author tends toward a conservative approach. 

E. W. J. 
(Continued on page A-132) 
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WITH ONE TEMPULE® 
MORNING AND NIGHT 


PENTRITOL 


TEMPULES 


controlled disintegration 
capsules 


The best has been improved. PETN, 

proven over the years to be the most effec- 
tive drug for preventing anginal attacks, 
has been improved by incorporating it into 
controlled disintegration capsules. Pentri- 
tol Tempules exhibit the benefits of PETN 
“...plus a smooth sustained clinical result 
that seemed to show a superior effect.’’! 


Pentritol Tempules given every 12 hours 
reduced or eliminated nitroglycerin re- 
quirements, stopped anginal attacks or 
reduced their frequency, eliminated or 
mitigated pain, and increased the capacity 
for physical activity. Patients previously 
taking PETN in tablets with little progress, 
responded favorably to Pentritol Tempules.* 


Recommended dose is 1 Pentritol Tempule morning and evening, approximately 12 hours apart. 
Available in bottles of 60 Tempules. Also available: Pentritol-B Tempules with 50 mg. of butabarbital 


added for vasodilation plus sedation. 


1. Biegeleisen, H. I.: Clin. Med. 2:1005, 1955. 2. Roberts, J. T.: Clin. Med. 4:1375, 1957. © 1960, A.P. Co, 


ARMOUR PHARMACEUTICAL COMPANY « Kankakee, iLtinois Armour Means Protection 
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> A POLYCHROME ATLAS 
' OF THE BRAIN STEM 


By Wendell J. S. Krieg, Ph.D., Professor of 
Anatomy, Northwestern University Medical 
School, Chicago. 26 pages, illustrated. 1960, 
Brain Books, Evanston, Illinois. $3.00. 


Illustrations of 10 cross sections of the brain 
stem, made at levels from the cervical area of 
the spinal cord to the midbrain, are presented in 
this ring-bound text. The volume is so arranged 
that facing pages present pairs of hemisections 
of the brain stem. Drawings on the left-hand 
page show the nuclear masses as they appear in 
cell body (thionine) stains. The right-hand page 
contains representations of fiber systems (Wei- 
gert’s stains). 

The distinctive aspect of this atlas is that the 
fiber systems are not rendered in black, as they 
would appear in Weigert’s stain; instead, each 
system has been given a different color, such as 
red for motor fibers, brown for cerebellar fibers, 
blue for somesthetic fibers, orange for visceral 
sensory fibers, and so on. The goal of this tech- 
nic is not only to teach the student the locations 
of the systems in cross section but also to aid 
him in visualizing the fiber bundles as three- 
dimensional structures in the brain stem. 

This volume will be of most value to students 
in neuroanatomy. It also will aid postgraduate 
students who need to refresh their memory of the 
anatomy of the brain stem. 

D. D. D. 


Books received are acknowledged in this de- 
partment. As space permits, books of principal 
interest to our readers will be reviewed more ex- 
tensively. Additional listings will be found on 
pages 608 and 615 of this issue. 


The Classics Reclassified. By Richard Armour, Ph.D., 
Professor of English, Scripps College and the Claremont 
Graduate School, Claremont, California. 146 pages with 
79 illustrations. 1960, McGraw-Hill Book Company, Inc., 
New York, Toronto and London. $2.95. 


Congenital Malformations. Ciba Foundation Sympo- 
sium. Edited by G. E. W. Wolstenholme, O.B.E., and 
Cecilia M. O’Connor, B.Sc. 308 pages with 91 illustra- 
tions. 1960, Little, Brown & Company, Boston. $9.00. 


Chemical Osteosynthesis in Orthopaedic Surgery. 
American Lecture Series. By Michael P. Mandarino, 
M.D., Associate, Department of Orthopaedic Surgery, 
Hahnemann Medical College and Hospital, Philadelphia. 
72 pages, illustrated. 1960, Charles C Thomas, Spring- 
field, Illinois. $4.50. 


The Medical Bookman 


The Modern Treatment of Asthma; With Special 
Reference to Gold Therapy. By L. Banszky, M.D. Ed. 2. 
175 pages. 1959, John Wright & Sons Ltd., Bristol, Eng. 
land. Distributed by The Williams & Wilkins Company, 
Baltimore. $5.00. 


Heart Care; An Authoritative Guide by Twenty Ex. 
perts. Edited by Morris Fishbein, M.D., Medical Editor, 
Britannica Book of the Year. 246 pages, illustrated, 
1960, Hanover House, Garden City, New York. $2.95. 


Annals of the New York Academy of Sciences, 
1960. Automatic Chemical Analysis. Vol. 87, Art. 2. 
342 pages, illustrated. $3.50. 


Outline of Pathology. By John H. Manhold, Jr, 
D.M.D., Professor and Director of Oral Diagnosis and 
Pathology, and Theodore E. Bolden, D.D.S., Assistant 
Professor of Oral Diagnosis and Pathology, College of 
Dentistry, Seton Hall College of Medicine and Dentistry, 
Jersey City, New Jersey. 340 pages. 1960, W. B. Saunders 
Company, Philadelphia and London. $4.75. 


Demonstrations of Physical Signs in Clinical Sur- 
gery. By Hamilton Bailey, F.R.C.S., Emeritus Surgeon, 
Royal Northern Hospital, London, England. Ed. 13. 
928 pages with 1,142 illustrations. 1960, The Williams 
& Wilkins Company, Baltimore. $14.50. 


The Dyslipidoses. By Rail Fleischmajer, M.D., De- 
partment of Dermatology and Syphilology, New York 
University Post-Graduate Medical School, New York. 
509 pages, illustrated. 1960, Charles C Thomas, Spring- 
field, Illinois. $16.00. 


Clinical Chemistry; Principles and Procedures. By 
Joseph S. Annino, Clinical Chemist, Massachusetts Me- 
morial Hospitals, Boston. Ed. 2. 348 pages, illustrated. 
1960, Little, Brown & Company, Boston. $8.00. 


Medical History-Taking. By Ian Stevenson, M.D., Pro- 
fessor of Psychiatry and Chairman, Department of Neu- 
rology and Psychiatry, University of Virginia School of 
Medicine, Charlottesville. 273 pages. 1960, Paul B. 
Hoeber, Inc., Medical Division of Harper & Brothers, 
New York. $6.50. 


The Tonsils and Adenoids in Childhood. By Donald 
F. Proctor, M.D., Associate Professor of Laryngology 
and Otology, The Johns Hopkins University School of 
Medicine, Baltimore. 70 pages, illustrated. 1960, Charles 
C Thomas, Springfield, Illinois. $7.50. 


Cardiac Emergencies and Related Disorders; Their 
Mechanism, Recognition and Management. By Harold 
D. Levine, M.D., Senior Associate in Medicine, Peter 
Bent Brigham Hospital, Boston. 381 pages, illustrated. 
1960, Landsberger Medical Books, Inc., New York. $12.00. 


Handbook of Medical Treatment. Edited by Milton 
J. Chatton, M.D., Assistant Clinical Professor of Medi- 
cine, Stanford University School of Medicine, Stanford- 
San Francisco, Sheldon Margen, M.D., Associate Re- 
search Biochemist, Department of Physiological Chemis- 
try, and Henry Brainerd, M.D., Professor and Chairman, 
Department of Medicine, University of California School 
of Medicine, Berkeley-San Francisco. Ed. 7. 569 pages, 
illustrated. 1960, Lange Medical Publications, Los Altos, 
California. $3.50. 
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wi of increasing your net income and building personal ' 

2 capital . . . in the face of today’s high tax structure ! 

e DECEMBER 1960 

ant 

be Tax Selling Of Securities - reaches its peak in December. 

ers As the year draws to a close, investors are able to review their 
investment position, realized gains or losses for possible tax ad- 

= vantage. If you are reviewing your investment position for tax 

13. purposes, keep in mind that rules covering realization of loss and 

se: realization of gain are not identical. 

x Each year investors confuse these rules as they apply to 

Ai sales at a profit. They delay too long before selling securities 

~~ at a gain with the result that gain for tax purposes is realized in 
the subsequent year. 

By Most investors use the cash method in reporting taxable 

Me- 4& income. They can realize losses for tax purposes up to the end 

" of the year. Since December 31 is a Saturday, that means losses 

aw can be realized up to the last working day of the year - December 

eu- 30. On the other hand, to establish a gain during 1960 for tax pur- 

: poses, proceeds must be available by the last business day of the 

TS, year. Most exchanges operate under a four-day delivery rule 
which includes only normal working days. For practical purposes, 

2 that means that the investor wishing to establish a gain must make 

of his sale not later than December 23. 

les 

On Year-End Selling Of Securities - keep in mind the 

id tax rules for maximum benefit. Gains and losses on securities 

. held for more than 6 months are long-term transactions. Those 

00. on securities held for 6 months or less are short-term transac- 

= tions. Short-term losses are paired with short-term gains for 

di- offsetting. Long-term losses are paired with long-term gains. 

“a If there is a net profit on one pairing and a net loss on the other 

lis- pairing, the two are netted to produce a net gain or loss, If both 

“ pairings result in a gain, the gains are kept separate. Now for 

oo the results of those pairings and any nettings. 

(1) If you end up with a net loss, you can offset that loss 

against other income up to $1,000. Any excess of loss over 


$1,000 is a short-term loss carryover available to offset gains 
first and then $1,000 of other income for 5 succeeding years. 
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(2) If you end up with a net short-term gain only, you add 
that gain to your other income. 

(3) If you end up with a net long-term gain only, you take 
half of that gain and add it to your other income. However, any 
tax on a long-term gain cannot exceed 25% under the so-called 
alternative tax. For a married investor filing a joint return, the 
alternative tax will apply when his taxable income reaches $36, 000. 

(4) If you end up with both a net short-term gain and a net 
long-term gain, you treat each separately under rules (2) and (3) 
above. 

Application of those rules can have important tax consequen- 
ces to the investor. Assume that an investor has realized short- 
term gains and long-term losses. If he has no further security 
transactions during the year, his losses will offset his fully taxed 
gains. However, if he should realize long-term gains before the 
end of the year, his long-term losses will offset those tax favored 
gains. That would leave him with his fully taxed short-term gains. 
In this situation, the investor should postpone taking his long-term 
gains until next year. 


+ 
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You Intend To Make A Charitable Gift By Check - this 
December. When do you get a tax deduction for your charitable 
contribution if the check is not cashed by the charity until next 
year? This tax question is raised every year. As a general prop- 
osition, delivery of a check will have the same effect with respect 
to deduction as delivery of cash. You secure your deduction in 
the year your check is delivered. It doesn't matter that the check 
is not cashed or deposited by the charity until the following year. 
This favorable rule is not revoked even though it is obvious that 
delivery is delayed to such an extent that the charity will not re- 
ceive the check until after banking hours on the last working day 
of the year. In other words, delivery is so late that the charity 
will not be able to cash the check until the following year. 

When is the time of delivery if the check is mailed to the 
charity? A court has held that for purpose of tax deduction, 
date of mailing of check is date of delivery. Apparently, the 
Internal Revenue Service agrees with this view. Thus it has said 
"unconditional mailing of a check which subsequently clears in 
due course will constitute an effective contribution on the date of 
Mailing," 


There Is More Than One Way To Give To Charity - Don't 


overlook the added benefits which can be secured by giving stock 


: 
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or other securities which have appreciated in value rather than 
cash. On such gift, you are allowed a charitable deduction based 
on full market value. At the same time, you avoid the capital 
gains tax on the appreciation in value which would be due if you 
sold the security for cash. ; 

Consider the cost of a $100 gift in cash to charity. Ifa 
married donor filing a joint return has taxable income of $20, 000, 
gift will cost $66 after tax deduction. On a gift of stock which 
cost the same donor $40 but which had a market value of $100, 
cost of gift would be cut to $32. 


ok ok 


Belong To Country Or Other Private Club? If so, here's 
a warning you might pass on to your Board of Governors, The 
Internal Revenue Service has ruled that a club may lose its tax 
exemption if it seeks public patronage in an attempt to reduce 
operating expenses. It recently ruled on this situation. 

Active members were allowed to act as sponsors for use 
of club facilities by outside groups, e.g., professional associa- 
tion, alumni banquet, civic meeting, etc. The name of the mem- 
ber was entered on club records as the sponsoring party. He was 
held responsible for the behavior of his guests and the protection 
of club property. The club would bill him for the group's expenses 
although he would be reimbursed by such outside group. Overa 
period of seven years, club income from such outside use of its 
facilities ran from 12 to 17% of its totalincome. The Service 
held that this was excessive public patronage of a private club's 
facilities. It revoked the club's tax exemption as a membership 
organization. 


OK 


When You Buy Land For Future Home Site - you may 
buy, usinga land purchase contract. Such contractual arrange- 
ment is common on purchase of a site for a future retirement 
home, e.g., Florida lot. One advantage of this type of contract 
is the aid it gives in financing land acquisition. Payments under 
it may call for installments spread over 5 to 20 years. 

While the land purchase contract may ease financing, it 
also carries economic dangers. Under it, you do not get imme- 
diate legal title. The seller retains legal title until you've completed 
payments. Therein lies the danger. 

Even though the land purchase contract is recorded, a 
lien subsequently levied on the properties of the seller by his 
creditors may include land he sold you. For instance, if the seller 
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gets into tax trouble, the Internal Revenue Service claims its tax 
lien covers land sold under a land purchase contract unless the 

buyer has received a deed. It takes that position even though the 
buyer has completed almost all required payments. 


Will You Remodel Your Home This Year - to fit changing 
family needs? More and more Americans have found that it is 
cheaper to add an additional bedroom, bathroom, etc., to existing 
house than to purchase a new home. 

This year, home owners will spend $15. 1-billion remodel- 
ing their residences. In terms of dollar ratio, that means for 
every $3 of new construction, Americans spend $2 remodeling 
existing homes. As recently as 1950, the dollar ratio was $10 
in new construction for every $1 spent in remodeling. 

If you are remodeling, keep records of your expenditures. 
They will be important if you subsequently sell your home. Re- 
modeling expenditures are an addition to your capital cost in de- 
termining whether you have a taxable gain and amount of it ona 
subsequent sale. You have a gain only to the extent that sales 
proceeds exceed capital cost plus remodeling expenditures. 

You improve your $20,000 home with $5, 000 remodeling 
expenditures. Ata later date, you sell your home for $25,000. 
You have no gain. However, in the absence of records showing 
your $5,000 remodeling expenditure, the Internal Revenue Service 
might seek to tax you with a $5,000 gain ($25, 000 sales proceeds 
less $20, 000 capital cost). 


OK 


On Formation Of A Medical Partnership - some partners 
may contribute cash, Others may contribute property which has 
a market value greater than its cost to the contributing partner. 
The partner contributing cash should know that unfortunate tax 
consequences may result from such property contribution. Con- 
sider this example. 

Doctor Jones and Doctor Smith form an equal partnership 
with the former contributing $5,000 cash and the latter, property 
worth $5, 000 but with a tax cost of only $2,500. The partnership 
subsequently sells the contributed property to secure $5, 000 for 
investment in new property. A gain of $2,500 results on the sale. 
Doctor Jones ends up by paying a tax on $1, 250 (50% of $2, 500). 

To avoid this tax, Doctor Jones might insist that the part- 
nership agreement provided that any gain (up to $2, 500) on sub- 
sequent sale of property contributed by Doctor Smith should be 
taxed to Doctor Smith. This allocation of tax is permitted ina 
situation such as this if the partners so agreed. 
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To restore stability 
the declining years 


"brand of imipramine hydrochloride 


of 101 mg 


ar and Tofranil as an oat 
_ successful agent, in restoring the diffict 
geriatric patient to a more contented fra 
of mind and more manageable disposition. — 


1. Cameron, E: The Use of Tofranil i 


. Supplement, 4: S160, 1959. 2. Christe P. 
Indications for Tofranil in Geriatrics, 
Schweiz. med. Wehnschr. 90:586, 1960. 
3. Schmied, J. ,and Ziegler, A.: Tofranil i 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Oct. 1—All morning at the 
desk and in the afternoon watch- 
ing Syracuse defeat Kansas. 
which was a wonderful footba!l 
game. In the evening by train to 
White Sulphur Springs, reading 
en route the long version of 
George Harmon Coxe’s “Slack 
Tide”—a mystery tale told by a 
master. 


Oct. 2—At breakfast met Jim 
Wilson and his charming lady 
from Ann Arbor, Michigan. Later 
greeting all the members of our 
committees, and in the afternoon 
to play golf with Mel Glasser. In 
the evening to dine with Tom and 
Terese Rivers and the Boyds. 
After that to see the movie “Bells 
Are Ringing” with Judy Holli- 
day, which is not nearly as at- 
tractive as was the play. 


Oct. 3—The Committee on 
Virology assembles and engages 
in abstruse discussions, with Nor- 
man Topping presiding and try- 
ing to hold a level of reasonable 
discussion. In the afternoon three 
magnificent presentations by 
Frank Horsfall, Joe Smadel and 
Ed Tatum on the present status 
of research and some prognosti- 
cations for the future. In the eve- 
ning all assembled for a special 
dinner, and here Basil O’Connor 
discussed trends in the financing 
of research. 


Oct. 4—Mistress Pepys has a 
birthday and congratulations 


come from far and wide. So to 
attend a meeting on basic re- 
search in the medical sciences, 
with John Deitrick presiding, and 
here were some fine discussions 
of various projects in the field of 
rheumatoid arthritis and develop- 
mental biology. In the afternoon 
were presentations by Victor 
McKusick of Johns Hopkins, Joe 
Warkany of Cincinnati, and Louis 
B. Flexner of the Wistar Insti- 
tute, and now the discussions 
bear on the opportunities for re- 
search and the difficulties of at- 
tracting young men to this most 
exciting field of research en- 
deavor. In the evening with Hous- 
ton Merritt, John Romano and 
Mistress Pepys to see Ingmar 
Bergman’s “Wild Strawberries.” 


Oct. 5—This morning listened 
to discussions by William S. Jor- 
dan, Jr., of Virginia, Frank Dixon 
of Pittsburgh, and Louis Thomas 
of New York on the areas of in- 
vestigation in rheumatoid arthri- 
tis, with much emphasis on the 
rheumatoid factor and autoim- 
munization but indicating how 
much more needs to be known. 
At luncheon with Houston Mer- 
ritt. John Romano, Tom Rivers 
and Frank Ober, discussing still 
further these trends, and joined 
by Stebbins; all listened to the 
broadcast of the baseball game. 
of which the first five innings 
were full of excitement. 

Thereafter to hear a discussion 
led by Bill Clark on the centers 
for the care of poliomyelitis, 
rheumatoid arthritis and birth 
defects, and this is truly a mod- 
ern way of caring for the sick 
and promoting research. Much 
talk, too, of the need for experi- 
mentaticn in medical education 
with the development of new pat- 
terns, but it would seem that 
modern social controls through 
rigid organizations of those con- 
cerned tend to inhibit experi- 


mentation that is even slightly 
bizarre. 

In the evening to dine with 
Mary Switzer, Howard Rusk and 
the Bill Clarks, and then to play 
at bridge with Houston Merritt, 
Howard Rusk and Mrs. Bill 
Clark. Before being overtaken by 
Morpheus, read “The Sailcloth 
Shroud,” by Charles Williams, a 
story based on larceny. identifi. 
cation and detection. 


Oct. 6—This morning com- 
pleted the discussions on medical 
care and medical education. with 
much talk of the best way to 
bring about some leadership and 
some innovation in medical edu- 
caticn. In the evening to dine 
with Tom Rivers, the Obers and 
the Clarks. and then to take the 
late train into Chicago. 


Oct. 7—In the morning play- 
ing at “Scrabble” in between dic- 
tation on the new Dictet and the 
reading of the morning papers. 
So came in the middle of the 
afternoon to the office. 


Oct. 8—In the afternoon 
amusing myself with the baseball 
game. In the evening to the Bel- 
mont Hotel for the dinner of the 
American Rhinologic Society. 
where Dr. Maurice Cottle had 
made the arrangements and Dr. 
Loring presided. Here old Pepys 
spoke of the future of investiga- 
tions in rhinology and after that 
witnessed some gorgeous color 
slides of trips to Mexico and Is- 
rael. Drs. George Drumheller of 
Everett, Washington, William J. 
Neidlinger of Hartford, Connect- 
icut. and Irwin Gaynon of Mil- 
waukee made the presentations. 
At the speakers’ table also were 
Henry L. Williams of the Mayo 
Ciinic and James A. Dingwall of 
the Squibbs’ Institute for Medi- 
cal Research. 

(Continued on page A-174) 
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when intensive vitamin therapy Is indicated... 


KAPSEALS® 


Each Kapseal of THERA-COMBEX supplies therapeutic doses of high potency 


Vitamin B complex and Vitamin C to accelerate convalescence after surgery 
or illness or to overcome specific vitamin deficiency states. 


Bottles of 100 or 1,000 Kapseals 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN PARKE-DAVIS 
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Oct. 9—A morning of scriven- 
ing and in the afternoon with 
the baseball and football games 
and then to a cocktail party beau- 
tifully arranged by the Children’s 
Aid of La Rabida Jackson Park 
Sanitarium. Met here Mrs. Vir- 
ginia Graham, and she is just as 
lively as she appears and sounds 
on Jack Paar’s program. There- 
after to a fine dinner arranged 
by Ted Cornbleet and his lady, 
and here met the ambassador 
from Turkey and his wife, Dr. 
and Mrs. J. Nuza, who depart 
now for a similar position in 
Buenos Aires. 


Oct. 10—Early awake and 
then to the airport to fly to To- 
ledo, making there some tapes 
for television and others for 
radio. Then to Bowling Green, 
Ohio, to see the magnificent Bowl- 
ing Green State University. To 
the home of Dr. Donald L. Gam- 
ble for cocktails, and met there 
Dr. Boyle, who is of the same age 
as old Pepys and who graduated 
in 1912 from the University of 
Pittsburgh. Thereafter to speak 
to some 600 people on the need 
for expansion of Bowling Green’s 
beautiful hospital. Thereafter 
with Charles Haney driving to 
Toledo and took the midnight 
New York Central for Chicago. 


Oct. 11—The train arrived at 
6 A.M.; so to our apartment to 
greet Mistress Pepys, and at 9 
o’clock to lecture to the Ameri- 
can Academy of Ophthalmology 
and Oto-Laryngology on “The 
technic of medical writing.” At 
noon to a luncheon of some 50 
philanthropists who contribute to 
the translations into English and 
modern Hebrew of all the works 
of the great physician and philos- 
opher Maimonides, a man far 
ahead of his time with original 
thought and perhaps the first to 
state definitely the significance of 
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psychosomatic medicine. In the 
evening came 20 guests to dine 
in honor of Samuel J. Pearlman. 


Oct. 12—Early this morning 
came Mrs. Zelda Popkin, who is 
doing public relations for He- 
brew University, but whom old 
Pepys remembers best for her 
mystery tales written for and 
published by Lippincott. At noon 
to meet with the committee which 
controls the Morris Fishbein, Jr., 
Memorial Fund for research on 
the heart, and here came George 
Fenn, Willis Potts, Emmett Bay, 
Oglesby Paul and Louis DeBoer, 
the only one absent being my 
friend Louis Katz, who is in Eu- 
rope looking into research. There- 
after to make a radio program 


tape for WBBM. 


Oct. 13—All this day at the 
desk and reading especially 
“Thirteen Famous Patients,” by 
Noah D. Fabricant, which is an 
engaging and indeed exciting 
book telling of the illnesses and 
the deaths of famous presidents, 
writers, Sigmund Freud, Clarence 
Darrow and Caruso. This is one 
of the best studies of its kind 
ever I have read. In the evening 
to Orchestra Hall for our open- 
ing concert of the season. 


Oct. 14—At noon to the Ex- 
ecutive Club, sitting with col- 
leagues Bay, Stamler, Remer and 
the staff of the Heart Association, 
and heard Howard Sprague in 
one of the best public lectures 
about the heart that ever I have 
heard, keeping his audience 
amused and interested and tell- 
ing the actual facts everyone 
should know about the dangers 
of coronary thrombosis. 

At night to hear the opening 
of the opera, with “Don Carlo” 
sung by Gobbi, Tucker, Simio- 
nato, Roberti, Boris Christoff and 
lesser lights, and this was a won- 


derful performance. Thereafter 
with our guests Charles Lawrence 
and his charming lady, Zelda 
Popkin, Georgianna Richards of 
the La Rabida Jackson Park Sani- 
tarium management, and Ted 
Cornbleet and his sweet lady to 
the Opera Ball. 


Oct. 15—A day of meetings 
and in the afternoon watching 
the Iowa football team defeat 
Wisconsin in the last minute of 
play. In the evening to the Tavern 
Club came Justin and Ann, Judge 
Brown with Gladys, and Sam 
Mantel, and after a luscious din. 
ner to hear one of the great con- 
certs of my lifetime. The director 
Erich Leinsdorf held the orches- 
tra as never before and the solo- 
ist Sviatoslav Richter, a Russian 
making his first appearance in 
the United States, attacked the 
piano with such vigor as to bring 
the audience to its feet. 


Oct. 16—By plane to Los An- 
geles, reading en route “To Kill 
a Mocking Bird,” by Harper Lee, 
a story beautifully told of an Ala- 
bama town and the psychology 
of a false accusation. In the eve- 
ning to the home of Pepi (Joe) 
Schildkraut, where was warmly 
greeted by Mari and met also Dr. 
Schiff the cardiologist, with 
Rabbi and Mrs. Salinger. 


Oct. 17—Early awake and 
first to sit with Madian, Wermer 
and Cowdry to discuss the de- 
velopment of the Institute for 
Advanced Medical Learning. In 
the afternoon to the City of Hope 
to meet with the heads of all the 
divisions, each of whom present- 
ed information as to the research 
projects in which they were pres- 
ently engaged: genetic, biochemi- 
cal, hematologic, surgical, patho- 
logic, etc. Thereafter to dine with 
L. Tabak and the members of the 

(Continued on page A-176) 
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over Suppositories 


new, low-dosage 


FLEET 
THEOPHYLLINE 


provides therapeutic blood /evels in bronchial or 
cardiac asthma with reduced side effects 


advantages of Fleet Theophylline Rectal Unit 


Water-soluble form assures more uniform absorption over a wider 
mucosal area... without irritation. Avoids slow and erratic absorption 
of suppositories, which are especially hazardous in children.!.2 


over oral therapy 


Avoids oral xanthine side effects (gastric irritation, nausea, vomiting)* 
and loss of drug effectiveness through hepatic metabolism.* 


over parenteral therapy 


Obviates potential danger and inconvenience of xanthine injection. 


over higher 
potency products 


Recent clinical work indicates that “the amounts of theophylline re- 
quired for relief of bronchospasm are lower than previously thought 
necessary” and side effects are decidedly reduced with the lower 
dosage. Early studies® also demonstrate rapidity and duration of relief. 


December 1960 


ADMINISTRATION: Usual dose—contents of a single unit as often as the physician 
may direct. FLEET® THEOPHYLLINE Rectal Unit contains 0.3125 Gm. theophylline 
monoethanolamine in 37 ml. aqueous solution, delivering 0.250 Gm., a 3%4-gr. dose. 


AVAILABILITY: FLEET® THEOPHYLLINE Rectal Unit is supplied in a prescription 
package of 6 individual ready-to-use units. Also available for patients requiring 
greater concentrations: CLYSMATHANE® Disposable Rectal Unit containing 0.625 
Gm. theophylline monoethanolamine in prescription package of 6 individual ready- 
to-use units. This product delivers 0.5 Gm., a 7¥2-gr. dose. 


1. Ridolfo, A.S., and Kohlistaedt, K.G.: Am.J. M. Sc. 237:585, May, 1959. 2. Nolke, A.C.: J.A.M.A. 
161:693, June 23, 1956. 3. Goodman, L.S., and Gilman, A.: The Pharmacological Basis of Thera- 
peutics, ed. 2, New York, Macmillan, 1955, p. 349. 4. Blumenthal, L.S., and Fuchs, M.: Am. J. Gas- 
troenterol. 33:189, Feb., 1960. 5. Prince, H.E.; Jackson, R. H.; Etter, R. L.; Raymer, W.J., and 
N land, F. B.: Theophylline Blood Level Studies Following the Rectal Administration of Theophylli 
M hanolami to be published. 6. Jackson, R. H.; Prince, H. E., and McGivney, F.: Ann. Allergy 
18:620, June, 1960. 


Complete information on request. 


C. B. FLEET Co., ING. Lynchburg, Virginia 
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board, who inquired as to the 
progress of our various efforts. 
Then to select the investigators. 
philosophers and leaders who 
will constitute the membership of 
the Institute. 


Oct. 18—By the early morn- 
ing plane nonstop to Chicago and 
read en route “The Clown,” by 
Alfred Kern. which is a picture 
of the life of the circus as it 
travels about Europe, full of ex- 
citement and with hardly a ves- 
tige of humor. 


Oct. 19—At noon to the Chi- 
cago Heart Association to aid 
Wright Adams, Sidney Strauss 
and others in nominating the of- 
ficers and the council for the 
coming year. In the evening to 
the Standard Club. where came 
the dermatologists, including my 
old friends Stillians, J. Herbert 
Mitchell, Clark Finnerud, Her- 
bert Rattner, and a host of the 
younger men to the Pusey din- 
ner. When William Allen Pusey 
died he left a sum in trust so that 
the members of the Chicago Der- 
matological Society may dine at 
his expense once each year. So 
old Pepys gave the Pusey lecture 
dealing with reminiscences of the 
early days and then considered 
the trends of the present. 


Oct. Z2O0—At noon to the 
Standard Club for luncheon with 
Joe Kayser (once a great band 
leader). his son and Justin. At 
o'clock came Necheles from 
Michael Reese Hospital to con- 
verse about progress in gastro- 
enterology. In the evening to dine 
with Milton and Laura Runyon 
at the Tavern Club, and, while 
they were off to hear Van Cliburn 
with our symphony orchestra, old 
Pepys presided at a panel on the 
mental retardation clinics hosted 


by The Dr. Julian D. Levinson 


Research Foundation. Here were 
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Orville Bailey. in neurology at 
the University of Illinois College 
of Medicine, and Dr. David Yi- 
Yung Hsia, professor of pedi- 
atrics at Northwestern. talking 
on enzymes and mental deficien- 
cy: Dr. Helmer R. Myklebust. 
professor of neurology and psy- 
chiatry at Northwestern Univer- 
sity Medical School. who spoke 
on psychoneurologic learning dis- 
orders in children: and Richard 
Koch of the University of South- 
ern California School of Medi- 
cine. who considered mental re- 
tardation from the pediatric point 
of view. He was a pupil of my 
old colleague Arthur Parmelee. 


Oct. Z1—At noon to the 
Standard Club for luncheon with 
Dr. Alton Goldbloom and his lady 
from Montreal and Walter Al- 
varez and his lady. he being re- 
cently recovered from his surgi- 
cal experiences. This occasion 
was quite delightful. with anec- 
dotes and tales such as are in- 
dulged in by septuagenarians. At 
2 in the afternoon came Rabbis 
Elefant and Novick together with 
William J. Robinson to promote 
still further the translations of 
Maimonides. At 4 o’clock to meet 
with the board of trustees of La 
Rabida. where everything goes 
wonderfully under the direction 
of Albert Pick. and an especially 
fine presentation of a plaque was 
made to Mrs. Fred Fulton, who 
has become a benefactress. Then 
all went to dine with Pierre De- 
Mets at the South Shore Country 
Club. where Byerrum gave life 
to the party with his inspired 
toastmastership. Thereafter, the 
Remer lecture was given by Alton 
Goldbloom on rheumatic fever. 


Oct. 22—All this morning at 
the desk and in the afternoon 
watched Northwestern defeat 
Notre Dame in football. In the 
evening with Barbara Friedel! 


and Pete and the Runyons to 
dine at the Standard Club and 
then to hear “Aida.” 


Oct. 23—In the afternoon to 
the Standard Club. where was a 
fine reception for Dr. and Mrs, 
Bernhard Zondek. Here taiks were 
made by Drs. Lash, Kantor, 
Benenson, Hurwitz, Zondek and 
old Pepys. In the evening Mis. 
tress Pepys prepared a fine din- 
ner. where’ came some 40 guests 
and al! extremely interested to 
hear of the building of the new 
medica! school and the manner 
in which the young African na- 
tions have sent for ideas and 
leadership in the preservation of 
health and the care of the sick. 


Oct. 24—At 11:30 to be pho- 
tographed with Louis Zahn, phi- 
lanthropist. as publicity for the 
“Salute to Medical Research.” 
Then to the desk and read “Trus- 
tee From the Tool Room,” by 
Nevil Shute. which is a great tale 
of sailing and search. 


Oct. 25—To visit Mayor 
Daley with the news of the Mai- 
monides translations and_there- 
after to lunch at the Tavern Club 
with Justin and Jean Hawes of 
the Science Research Associates. 
Afterward to see the new build- 
ing with all its departments for 
examinations. tests and educa- 
tional functions. In the evening 
to dine with the Oerschels. and 
here were Drs. Krause and Rosen- 
thal and all the ladies. and also 
my old friend Grunsfeld the 
architect. from Paris. 


Oct. 26—At noon to luncheon 
with President Sparling of Roose- 
velt University, who is most anx- 
ious to expand the university, 
and in particular to develop a 
medical school. In the evening 
came G. Henry Mundt and his 
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The active principle of Dorbane 
reaches the colon through the cir- 
culation. It acts directly and 
selectively upon the intrinsic 
plexus of the colon. The small 
bowel is not affected. Within 6 to 
12 hours evacuation occurs with- 
out cramping or griping. Non- 
habituating. Each scored tablet 
of Dorbane contains 75 mg., and 
each teaspoonful of orange- 
flavored liquid contains 37.5 mg. 
of 1,8 dihydroxyanthraquinone. 
Suitable for patients of all ages. 


Dorbantyl combines the colonic 
stimulant action of Dorbane 
(25 mg.) with the stool-softening 
effect of dioctyl sodium sulfo- 
succinate (50 mg.), an inert and 
safe surface-wetting agent, ineach 
orange-and-black capsule or tea- 
poonful of orange-pineapple- 
flavored suspension. 


Dorbantyl Forte offers double 
strength dosage of the Dorbantyl 
combination for greater conven- 
jence and economy for patients 
requiring extra potency. In 
orange-and-gray capsules only. 
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ORBANTYL FORTE 


lady to drive us to the Stock 
Yards Inn, where we dined among 
the portraits of the famous butch- 
ers of the past with the Stock 
Yards and Englewood branches 
of the Chicago Medical Society, 
and then old Pepys spoke to them 
of the past and the future. This 
day began reading “The Life of 
Lincoln’s Manager, David Davis,” 
written by my old friend and col- 
league Willard King, and it makes 
a wonderful story. 


Oct. 27—At noon to the meet- 
ing of the Chicago Heart Asso- 
ciation, where Ancel Keys told 
lightly of his great work in rela- 
tionship to the control of choles- 
terol. Here were all the leaders of 
Chicago industry who could be 
crowded around the speakers’ 
table, and Willis Potts presided 
brilliantly. In the afternoon to a 
reception given by Dr. Daskal for 
Mischa Elman, and thereafter 
with Mischa Elman to participate 


BROADCAST 


e Medical fuse 


Muscles send out high-frequency signals that may help 
diagnose muscular diseases. The physician and the elec- 


Dr. Pepys’ Pages 


in a one hour interview with Bob 
Elson on the radio. 


Oct. 28—Early to participate 
in Don MeNeill’s Breakfast Club 
at the Hotel Sherman, where was 
an overflow audience. In the eve- 
ning to the concert of Mischa El- 
man given at Orchestra Hall for 
the benefit of the Welfare Fund 
of Jackson Park Hospital, and 
here also came Justin and Ann 
and Dr. Maurice Cottle with Gida 
Gradova. Thereafter to a great 
supper in the Pump Room, and 
here met Ed Sullivan. who is in 
Chicago to do a broadcast from 
this city. We reminisced of our 
trip on the SS Normandy in 1937, 
when Sullivan conducted a broad- 
cast in which Jack Benny, Jack 
Pearl. Marlene Dietrich and old 
Pepys participated. 


Oct. 29—At the desk and in 
the afternoon watching the foot- 
ball game. In the evening to dine 


tronics engineer making the study call the sounds can Druggist.” 


“muscle rustle.’—News item. 


RICHARD ARMOUR 


RELATIONSHIP 


The chart clearly depicts the relationship between 
marriages and births.—Caption under chart in “Ameri- 


at the Tavern Club with Lou and 
Claire Maison and Judge Braude 
and his lady. Thereafter did wel] 


indeed with gin. 


Oct. 30—To the Standard 
Club for a noon lunch given by 
the Ernie Kleins. where came al] 
of our friends of many years’ 
standing, and sat with the Grink. 
ers. the Kahns, the Fantls and 
Carol Gibbs. 


Oct. 31—This day reading 
“The Fading American Newspa- 
per,” by Carl E. Lindstrom, which 
is an engrossing indictment of 
the weaknesses of the American 
press. Now dictating the sum. 
mary of this year’s advances in 
science. At night with Joe and 
Minnie Kirsner to the Tower Club 
for dinner and then heard Eber- 
hard Waechter of the Vienna 
State Opera and Elisabeth 
Schwarzkopf and her associates 
in “The Marriage of Figaro.” 


When diagnosing, soon you'll tussle 
With what is known as muscle rustle, 
And, wearing earphones, listen in 
Upon a jangling, screeching din. 


But you must tune in sharp and well 
Or you will be confused as hell. 

Is that a tricep that’s transmitting, 
Or is it just a bone that’s knitting? 


At any rate, it’s lately found 
That when a muscle’s sick it’s sound. 


Births are up, and so are marriages, 

More wedding rings, more baby carriages, 
More work for clergymen, more missions, 
Sometimes in haste, by obstetricians. 


More wedding presents to be paid for, 
More unions to be hoped and prayed for, 
More bachelors now caught, escapeless, 
More shapely women growing shapeless. 


More wedding bells, more wedding marches, 


More pregnant women skipping starches, 
More little Pams and little Patricks, 
More customers for pediatrics. 
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CLINICAL 
ARTHRITIC 


In disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decapron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one year ago. Blood 


and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘“‘chronic’’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 


mG MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
%y the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 
OF LOMOTIL 
EDs in mg. per kg. of body weight in mice 


LOMOTIL MORPHINE ATROPINE 


EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 4; the dosage of morphine hydrochloride and in about 49 the 
dosage of atropine sulfate. 
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ITY FOR DIARRHEA 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (%s00 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federal Narcotic Law. 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «co. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 
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— For the 
cold that 
hangs on... 


‘symptomatic 
relief plus 


antibacterial action 
with BIOSYNEPHRINE’ 


For the cold that hangs on and on, for “flu,” 
sinusitis or allergic rhinitis, Biosynephrine 
Nasal Spray contains five thoroughly evaluated 
components — for quick relief. 


Neo-Synephrine® hydrochloride 0.05% shrinks 
nasal membranes without causing chemical 
harm and promotes nasal breathing and sinus 
drainage. Hydrocortisone 0.02% alleviates in- 
flammation. Neomycin sulfate 1 mg./cc. and 
polymyxin B sulfate 3000 u./cc. inhibit second- 
ary infections. Thenfadil® hydrochloride 0.05% 
alleviates any allergic symptoms. 


Biosynephrine, Neo-Synephrine (brand of phenylephrine) and Thenfadil 
(brand of thenyldiamine), trad Off, 


ks reg. U.S, Pat. Off. 


Nasal Spray 


Biosynephrine is well tolerated and does not 
burn or irritate the sensitive nasal mucosa. Two 
deep inhalations from the Biosynephrine Nasal 
Spray, one a few minutes after the other, give 
best results. 


To augment the action of Biosynephrine Nasal 
Spray, prescribe Neo-Synephrine Compound 
Cold Tablets. Biosynephrine is available in con- 
venient, unbreakable, spillproof, plastic squeeze 
bottles of 15 ce. 


iithvop LABORATORIES 
New York 18, N. Y. 
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duration of greater 


a new antitussive molecule 


NON-NARCOTIC 


Chiophediano!l 


SYRUP 


, narcotics 


action 


action than narcotics 
side ess 
actions than narcotics 


Though it reaches peak action some- 
what more slowly, the cough-suppress- 
ant power of ULO is fully as great as 
that of narcotics. 


After reaching peak action, ULO main- 
tains its maximal cough-suppressant 
effect undiminished for 4 to 8 hours. 


ULO is free from the limitations and 
undesirable side effects of narcotics... 
no constipation, no nausea, no gastric 
irritation, no appetite suppression, no 
tolerance development, no respiratory 
depression, no drowsiness. 


Indications: Upper respiratory infections « Commoncold e Influenza « Pneumonia 
Bronchitis Tracheitis e Laryngitis Croup Pertussis Pleurisy 


There are no known contraindications. Side effects occur only occasionally and are mild. 


Dosage 

Adults: One teaspoonful (25 mg.) 3 or 4 times 

aily as required. 

Children: 6 to 12 years of age, 4 to one tea- 
spoonful (12.5 to 25 mg.) 3 or 4 
times daily as required. 

2 to 6 years of age, 4 teaspoonful 
(12.5 mg.) 3 or 4 times as 
required. 
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Availability 


ULO Syrup, 25 mg. per 5 cc. (teaspoon- 
ful), in bottles of 12 fluid ounces. 


Northridge, California 
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contact dermatitis 
for and release 


= prompt relief of 
burning and itching 


gw less risk of spreading 
dermatoses—no hand 
application 


g More uniform 
treatment 


g imparts softness and 
pliability to the skin 


a efficient spray from 
any angle 


plus 


a ™g. for mg. the most 
active steroid 


ws optimal steroid 
concentration 


aw the quick-acting 
broad activity of 
neomycin 
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TOPICAL AEROSOL 


DEXAMETHASONE—NEOMYCIN SULFATE 


the new touch in topical therapy 


Dosage: Apply to the affected area 2 or 3 times 
a day. Dosage may be adjusted up or down 
depending upon severity of the disorder. Hold 
aerosol container approximately 6 inches from 
the affected area and allow a one- or two-second 
spray for each 4-inch-square area to be treated 
(i.e., one second for an area the size of the back 
of the hand). Each second of spray dispenses 
approximately 0.075 mg. of dexamethasone 
and 0.375 mg. of neomycin sulfate. 


Supplied: In 90-Gm. seamless, pressurized 

cans, containing 10 mg. dexamethasone and 

50 mg. of neomycin sulfate (equivalent to 35 | 
mg. neomycin base). 


Additional information on DECASPRAY is avail- 
able to physicians on request. 


DECADRON and DECASPRAY are trademarks of 
Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. | 
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in nine years Novahistine hasn't cured a single cold... but it has been prescribed 
for relief of symptoms 


in over 10,000,000 patients* 


Novahistine LP tablets begin releasing medication promptly and continue bringing relief 
for 8 to 12 hours. Two Novahistine LP tablets in the morning and two in the evening will 
effectively control the average patient's discomfort from a cold. Each tablet contains 25 
mg. phenylephrine HCI and 4 mg. chlorprophenpyridamine maleate. 


*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


Tf M PITMAN-MOORE COMPANY vision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


Novahistine | P 


LONG ACTING 
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for 
premenstrual 


tension 


® 
PRE-MENS 
TABLETS 

& Cyclic diuresis with the safe, economical cyclic 
diuretic, ammonium chloride: premenstrual edema 
in the normal vibrant woman requires, simply, the 


short-term, safe diuresis that ammonium chloride 
offers. 


® Painful uterine cramping is controlled with ho- 
matropine methylbromide, a proven, effective para- 
sympatheticolytic agent. 


& Free from exogenous hormones, PRE-MENS 
Tablets allow periodic endocrine adjustment physio- 
logically. 

PRE-MENS Tablets offer definitive treatment eco- 
nomically. 

DOSAGE: Two tablets three times daily after meals, starting 5 to 
10 days before expected date of menstrual period (or as directed 
by physician). If menstrual cramps occur when menstrual flow 
begins, medication should be continued until complete relief has 
been obtained. COMPOSITION OF ‘PRE-MENS’: Ammonium Chlo- 
ride, Caffeine, B-Complex Vitamins, Homatropine Methylbromide. 
SUPPLY: In bottles of 60 enteric-coated tablets. 


The Surdue Frderick Company 


DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14,N.Y. | TORONTO 1 ONTARIO 


©SCOPYRIGHT 1960, THE PURDUE FREDERICK COMPANY. 


FORTHCOMING FEATURES 


IN Post raduate 
Medicine 


IN JANUARY 


A Special Issue 


Endocrinology 


Toxic nodular goiter 


Oral hypoglycemic agents 


Antithyroid drugs in 
hyperthyroidism 


Diseases of the pituitary body 


Thyroxin analogs 


Cretinism and myxedema 


Anterior pituitary hormones 


Genetic sex determination 


e Primary hyperparathyroidism 
e Subacute diffuse thyroiditis 


e Congenital adrenal hyperplasia 
with pseudohermaphroditism 


e Diabetes insipidus 
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Reproductions of this pasting are available by writing the Medical Service Department. 
‘Senokot’, the natural vegetable concentrate, is a standardized senna pod preparation. . . biologically 
and chemically assayed. The desirable pharmacodynamic glycosides have been largely separated 
from crude resin irritants, and resultant clinical action is specific and predictable: physiologic colonic 
peristalsis through stimulation of Auerbach’s plexus, initiating natural defecation. The action of ‘Senokot’ 


Granules/Tablets is rapid, effective yet gentle... achieving results without irritation or bulking. Pi 


Deliciously cocoa-flavored granules. DOSAGE: Adults — 1 to 2 teaspoonfuls nightly. Children — % to 1 teaspoonful 
nightly. suppLy: 16, 8 and 4 ounce canisters. Small, easy-to- swallow tablets. DOSAGE: Adults —2 to 4 tablets nightly. 
Children—1 to 2 tablets nightly. supPLy: Bottles of 100. 


IN S enokot | 


“SENOKOT’ BRAND OF STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK TABLETS/ GRANULES 


The Ci DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
omfuany NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


GCOPYRIGHT 1960, THE PURDUE FREDERICK COMPANY { 
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with a one week course of daily injections 


Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists for months. 


Children with asthma or asthmatic bronchitis show 
particularly dramatic response. In all age groups, te- 
ports on over 3,000 patients with all common allergic 
diseases have shown that over 70 per cent derived 
marked benefit or complete relief following a single 
short course of Anergex injections. 


Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic reactions 
regardless of the nature or number of offending 
allergens. 


Anergex eliminates skin testing, long drawn-out & 
sensitization procedures, and special diets. It has be 

effective even in patients who failed to respond 10 
other therapeutic measures. 


Effective in seasonal and nonseasonal! rhinitis (pollens, 
dust, dander, molds, foods); allergic asthma; ast 
matic bronchitis and eczema in children; fo o¢ 
sensitivities. 
Available : Vials containing 8 m!.—one average treatment cou as 
WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 
MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 
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Physicians will find a : 


Just Revised! 


information on injuries in these unique books 


wealth of up-to-date 


American College of Surgeons— 


Management of Fractures & Soft Tissue Injuries 


The new and improved editions of the well known 
trauma manuals of-the American College of Surgeons 
are now available under one hard-bound cover in a 
handy pocket size with a quick-reference index. Turn 
here for immediate, effective management measures 
in accidents ranging from cracked ribs to spinal 
cord lesions. The book tells you what to look for, 
what to do, how to do it. In the fracture section, spe- 
cific treatment measures are delineated for nearly 
60 individual fractures. Splints and casts are des- 
cribed and illustrated. New chapters are included 
on anesthesia, facial injuries, and care of the patient 
with multiple injuries. In the soft tissue section you'll 
find full coverage of specific types of injury—injuries 
to the head and neck, abdomen, genitourinary tract, 
soft tissues of the extremities, amputations, open 
wounds of joints, burns and shock, etc. 

Combines the New (7th) Edition of An Qutline of the Treatment 
of Fractures with the New (2nd) Edition of Early Care of Acute 
Soft Tissue Injuries. By the Committee on Trauma, AMERICAN 


Cottece or Surceons. 373 pages, 514” x 814”, illustrated. $5.00. 
Indexed. New! 


New! 


The Two Parts of this Manual 
are Available Separately, in 
Pocket-size, Paperbound Form 


1. An Outline of the Treatment 
of Fractures 


By the Committee on Trauma, AMERICAN COLLEGE OF 
Surczons. 137 pages, 544” x 814”, illustrated. Paperbound. 
$1.75. Unindexed. New (7th) Edition! 


2. Early Care of Acute Soft 
Tissue Injuries 


By the Committee on Trauma, American COLLEGE oF 
Strceons. 217 pages, 5144” x 814”, illustrated. Paperbound. 
$2.25. Unindexed. New (2nd) Edition! 


Quigley and Banks—Progress in Treatment of 


Fractures and Dislocations 1950—1960 


This brilliantly clear presentation gives you a care- 
ful evaluation of all significant treatises on fracture 
diagnosis and treatment that have appeared in the 
world literature since 1950. Although this is not a 
manual of step-by-step techniques, the authors also 
report the results of various methods of management 
in their own experience on fracture service at the 
Peter Bent Brigham Hospital. 


Here are just a few examples of the many problems 
and advances you'll find discussed: evaluation of 
polyurethane foam in cases of nonunion—general ad- 
vances in the field of replacement arthroplasty—role 


PGM 12-60 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


of arthrocentesis in fractures of the elbow—problem 
of differentiation of “sprained wrist” and fracture 
of the carpal scaphoid—the evaluation of the bene- 
fits of laminectomy in spinal fractures and timing of 
intervention—use of the Lottes rod—etc. 


This book is a reprinting of a 4-part article which 
appeared in the New England Journal of Medicine 
in the Fall of 1960. 


By Tuomas P. Quictey, M.D., Assistant Clinical Professor of 
Surgery, and Henry Banxs, M.D., Clinical Associate in Ortho- 
pedic Surgery, Harvard Medical School. About 112 pages, 5%” x 

7%”. $2.50. New! 


Please send and charge my account: 


und C) Quigley & Banks—Fractures and Dislocations Progress 
(1 A.C.S. Management of Fractures & Soft Tissue Injuries 
Paperback: Fracture Manual 


Name 


$2.50 
$1.75 Paperback Soft Menud $2.25 
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greater loss of sodium 
lesser loss of potassium 


A new antihypertensive-saluretic, 
Hygroton, now enables still more effective 
control of hypertension and edema. 


longest in action... 
smoothest in effect 


in hypertension 
and edema 


more evenly sustained therapeutic response 
Because it is more prolonged in action 

than any other diuretic,’ Hygroton affords 

a smoother, more evenly sustained 

response. 


more nearly pure natriuretic effect 
Hygroton produces only minimal 
potassium loss . . . affords a better sodium- 
potassium ratio than other saluretics.* 


more liberal diet for the patient 
Asa rule, with Hygroton, restriction of 
dietary salt is unnecessary. 


more convenience and economy 
For maintenance therapy three doses per 
week suffice to manage the vast majority 
of cases.? 


in arterial hypertension 
Sustained control without side reactions. 


in edematous states 
Copious diuresis without electrolyte 
imbalance. 


Hygroton®, brand of chlorthalidone: White, 
single-scored tablets of 100 mg. in bottles of 100. 


References: 
C1) Stenger, E. G., et al.: Schweiz. med. Wchnschr. 
89:1126, 1959. (2) Fuchs, M., Res: et al.: Current 
Therap. Research 2:11, January, 1960. (3) 

Ford, R. V.: Manuscript submitted for publication. 


Geiny Geigy, Ardsley, New York HY 234-60 
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Eventually he'll learn. There are fio ‘‘miracle” cures for | 
dandruff. Selsun comes close, but fhere are possibly 5% that | 
it won’t help at all. But for the other 95%—and that probably 
includes this fellow—it’s the mos effective treatment avail- || 
able. Why not give him the wordy and a prescription. You'll |} 
save him money down the drain. 


SE LSU N° Sasori an ethical answer to a medical problem i 
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Filmtab® 


NEW... for high levels of control in petit mal epilepsy 


® 
Latest member of the Parke-Davis Family of Anticonvulsants 
In an extensive clinical study* involving 109 children with petit mal, 
the investigators found ZARONTIN to be: EFFECTIVE —“Quite a few 


(ethosux mide, Parke-Davis) patients, never before helped by any drug, have been completely con- 
trolled for several years on [ZARONTINI.” SPECIFIC —“Petit mal cases responded remarkably well to [ZARONTINI....” 
“Quick and dramatic reduction of attacks occurred in most of 109 patients studied...” WELL TOLERATED —These inves- 
tigators found in this series of patients that “...side effects were mild and infrequent.” DEPENDABLE —‘“Results to 
date unquestionably favor the action of (ZARONTIN) as far as ability to hold former gains is concerned.” PACKAGING: 
ZARONTIN (ethosuximide, Parke-Davis) Capsules, 0.25 Gm., bottles of 100. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS —for grand mal and psychomotor seizures: 
DILANTIN~ Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in several forms including Kapseals,® 0.03 Gm. 
and 0.1 Gm., bottles of 100 and 1,000 + PHELANTIN® (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.) Kapseals, bottles of 100 + for the petit mal triad: MILONTIN® (phensuximide, Parke-Davis) Kapseals, 
0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 4 cc., 16-ounce bottles - CELONTIN® (methsuximide, 
Parke-Davis) Kapseals, 0.3 Gm., bottles of 100. 


See medical brochure, available to physicians, for details of administration and dosage. PARKE-DAVIS 


*Zimmerman, F. T., & Burgemeister, B. B.: Neurology 8:769, 1958, 44360 


PARKE.DAVIS & COMPANY - DETROIT 32. MICHIGAN 
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for adequate nutrition 


with high satiety on 900 calories a dave 
without appetite 


adequate nutrition 
Metrecal alone is the complete diet. The daily ration provides 

70 Gm. protein, 110 Gm. carbohydrate and 20 Gm. of fat plus 
vitamins and minerals to meet or exceed M.D.R. 


impressive clinical results 
In three clinical studies,'* overweight subjects showed weight 
losses averaging over 42 pound per day/per patient during 

the initial weeks. There were no significant complications even 
when overweight was accompanied by other serious disorders.* The 
excellent patient cooperation noted!* was attributed to hunger 
satisfaction, simplicity of use, palatability, and good tolerance. 
flexibility in use 

Metrecal may also be used in conjunction with other foods, for one 
or two meals a day, or as the total diet two or three days a week. 


Each 8 fluid ounce can, a delicious, ready-to-drink 225-calorie meal. 
Available in Chocolate, Vanilla, and Butterscotch flavors. 


references: 
(1) Antos, R. J.: The Use of a New Dietary Product (Metrecal) For Weight 
Reduction, Southwestern Med. 40:695-697 (Nov.) 1959. (2) Tullis, I. E: Initial 
Experience with a Simple Weight Control Formula, to be published. 

(3) Roberts, H. J.: Effective Long-Term Weight Reduction—Experiences 

With Metrecal, to be published. 
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Prescribe PARAFON (2 tablets t 
whiplash injuries—low back pain 


Each PARaron Prednisolone tablet c 
oL® 300 mg., and prednisolone 1.0 mg. 


(McNE 


PARAFLEX® Chlorzoxazonet 125 mg. Spe fic for m spasm 
(1-2 tablets t.i.d. or q.i.d.) 
PARAFLEX® 125 mg., TYLE 
Preca ions: The prec: utions and ¢ ral app to all steroids shoul 


Introducing... 


Miluretic 


MILTOWN® + HYDROCHLOROTHIAZIDE 


new therapy for 


hypertension 


and 


congestive 
failure 


For samples and complete literature, write to 


*Trade-mark WALLACE LABORATORIES /Cranbury, N. J. 
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lowers blood pressure 


drains excess water 


calms apprehension 


Created especially for those patients whose 


emotional condition complicates the treatment 


of hypertension and congestive failure 


Now the most widely prescribed 
diuretic-antihypertensive, hydro- 
chlorothiazide, is combined with the 
most widely prescribed tranquilizer, 
meprobamate. Called ‘‘Miluretic’’, 
it constitutes new, effective therapy 
for hypertension and congestive 
failure—especially when emotional 


factors complicate your treatment. 


What does Miluretic do? Both com- 
ponents are of proven value in 
hypertension. And in congestive 
failure, Miluretic induces smooth, 
continuous diuresis. Miluretic’s 


biggest advantage is that it tran- 
quilizes hypertensive and edema- 
tous patients safely and quickly. 
Avoids side effects of other 
antihypertensive agents 
Antihypertensive agents derived 
from Rauwolfia often cause reac- 
tions such as depression and nasal 


congestion; Miluretic does not. 


Miluretic is a highly effective, safe 
combination that gives the physi- 
cian new convenience in the treat- 
ment of hypertension andcongestive 
failure. 


Miluretic 


MILTOWN + HYDROCHLOROTHIAZIDE 
Composition: 200 mg. Miltown (meprobamate, 


Available Wallace) + 25 mg. hydrochlorothiazide 
at all Dosage: For hypertension, | tablet four times a day. For 
pharmacies congestive failure, 2 tablets four times a day. 


Supplied: Bottles of 50 white, scored tablets 
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“R Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—wnhen pain is relieved—can come early for patients with 
inflammatory (non-traumatic) neuritis if treatment with Protamide 
is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study' and a 26-month study” a combined 
total of 374 neuritis patients treated with Protamide during the 
first week of symptoms responded as follows: 


60% required only I or 2 daily injections for complete relief. 


96% experienced excellent or good results with 5 or less injections 


Thus, the neuritis patient's first visit—especially an early one— : 
affords the opportunity to speed his personal “R Day.” fi 


Protamide is available at pharmacies and supply houses 
in boxes of ten 1.3 cc. ampuls. Intramuscularly only, 
one ampul daily. 


PROTAMIDE:: 


Detroit 11, Michigan 


ROTAMIDE © 


PAGE 813 


1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952. 
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AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto * Canada 


“In the presence of urinary infection the 


determination [of pH] is of the utmost 
utility. Often therapy is guided as much 
by the reaction of the urine as by the more 
detailed bacteriologic studies.”! 


AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


In what type of patient is urinary 
tract infection up to four times 
more common than in others? 


The diabetic. Incidence of infections of the urinary tract in diabetes ranges from 
12 to 20 per cent as compared to about 4.5 per cent for the rest of the population. 
Source: Peters, B. J.: J. Michigan M. Soc. 57:1419, 1958. 


protein 


glucose 


December 1960 


The detection of protein and the detection 
of sugar in the urine are two of the most 
commonly performed and diagnostically 
important tests in all types of medical 
practice.2 


NOW...check urine reaction routinely— 
3 test results in 10 seconds 


COMBISTIX 


BRAND Reagent Strips 
Colorimetric combination test for urinary 
PH, protein and glucose 


colorimetric readings eliminate guesswork ...3 stand- 
ardized color charts provided 

¢ only drops of urine required ...no more Q.N.S. reports 
« completely disposable...no “cleanup” 

eno false positives from turbidity interference, drug 
metabolites or other urinary constituents 


Supplied: COMBISTIX Reagent Strips— Bottles of 125. 


(1) Williamson, P: Practical Use of the Office Laboratory and X-Ray, 
Including the Electrocardiograph, St. Louis, C. V. Mosby Company, 
1957, p. 41. (2) Free, A. H., and Fonner, D. E.: Studies With a Com- 
bination Test for Detection of Glucose and Protein, Abstract of 133rd 
Meeting, American Chemical Society, San Francisco, April 13-18, 
1958, pp. 14c-15c. 
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a new molecul 
with an | 
unsurpassed 


faculty for 
N aC lex salt excretion 


benzthiazide 


A. H. Robins announces NaClex, a potent, oral, non- 
mercurial diuretic. NaClex is a new molecule, desig- 
nated benzthiazide. Its unique chemical structure 
produces a “‘pronounccd increase in diuretic potency”! 
over many older diuretics. NaClex also has antihy- 
pertensive properties, and it enhances the activity of 
other antihypertensive drugs. 
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diuresis 


As salt goes, so goes edema 


A fundamental principle of diuresis is that “increased 
urine volume and loss of body weight are proportional 
to and the osmotic consequences of loss of ions.’’? New 
NaClex helps reduce edema through the application 
of this basic principle. 


Apparently functioning in the proximal renal tubules, 
NaClex strictly limits the reabsorption of sodium and 
chloride ions. To maintain the essential, subtle balance 
between salt and water, the body’s homeostatic mech- 
anism reponds to this loss of ions by allowing an 
increased excretion of excessive extracellular water. 
Thus the NaClex-induced removal of salt leads 
directly to the reduction of edema. 

How pot 
Compared tablet for tablet with oral diuretics now 
available, NaClex is unsurpassed in potency. Milli- 
gram for milligram, it has achieved optimum diuresis 


in pharmacologic studies at 1/20 the dose required 
for chlorothiazide. 


nt is benzthiazide? 


What are the major diuretic indications for NaClex? 
NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with condi- 
tions such as congestive heart failure, cirrhosis of the 
liver, chronic renal diseases (including nephrosis), 
premenstrual tension, toxemia of pregnancy, and 
obesity. Edema of local origin and that caused by 
steroids may also benefit. 


To what extent is NaClex useful in hypertension? 
NaClex has definite antihypertensive properties, and 
may be used alone in mild hypertension. In severer 
cases it may be used with other antihypertensive 


salt removal 
is sull the 
fundamental 
objective 


drugs, potentiating them and permitting their use at 
lower dosage. In hypertension with associated water 
retention, NaClex is of twofold value. It may be 
prescribed for congestive heart failure as an ancillary 
measure to digitalis. 


Is potassium excretion a problem with NaClex? 


In short-term therapy, excessive potassium excretion 
is unlikely. In the effective dose range, potassium loss 
varies from % to % that of sodium. Naturally, the 
ratio of these ions depends on the rate at which 
excess sodium stores are depleted, and whether salt 
intake is restricted. 


Can NaClex and mercurials be given concurrently? 


Yes. When so employed, NaClex may increase the 
efficacy of mercurials. But NaClex alone is often 
effective enough to eliminate the need for parenteral 
mercurial administration. Also, NaClex may be effec- 
tive in cases when mercurials are not. 


Supply: Available in yellow, scored 50 mg. tablets. 


References: 1. Ford, R. V., Cur. Therap. Res., 2:51, 
1960. 2. Pitts, R. F., Am. J. Med., 24:745, 1958. 


For complete dosage schedules, precautions, or other informa- 
tion about new NaClex, please consult basic literature, 
package insert, or your local Robins representative, or write 
to A. H. Robins Co., Inc., Richmond, Va. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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how does Mellaril differ from other potent tranquilizers? 


THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, iz 
but is virtually free of such toxic effects as . 
jaundice gi 

Parkinsonism 


blood dyscrasia 


dermatitis 
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greater specificity of tranquilizing 
action results in fewer side effects 


2 


ranquilization 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“A new phenothiazine derivative, thioridazine [Mellaril®], was used to treat 71 
patients, most of whom were unduly agitated and disturbed due to hospital- 
ization for medical or surgical conditions....The response to treatment was 
considered satisfactory in 83.4 per cent of patients....In agreement with the 
published results of other investigators, we believe that thioridazine shows a 
greater specificity of tranquilizing action and freedom from serious toxic 
effects when compared with some of the other phenothiazines.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*David, N. A.; Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a New Phenothlazine, 
in The Hospitalized Patient, A. M. & C.T 7:364 (June) 1960 SANDOZ 
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OVEREATER 


nhappy because she’s gaining weight, 
gaining weight because she’s unhappy... 


what a problem the compensatory overeater poses! 
She's a difficult patient to handle; diets are too de- 
manding, willpower isn’t enough. 

You can help her help herself...and be sure of 


CONTROLLED WEIGHT LOSS 


by prescribing Biphetamine or Ionamin. The appe- 
tite appeasing action of these ‘Strasionic’ release 
products is uniformly prolonged for 10-14 hours 
with a single capsule dose. 


on 


f She’s “Sedentary” If She’s “Active” 
® 
‘BIPHETAMINE IONAMIN 
BIPHETAMINE ‘20’ IONAMIN ‘30’ 
be (20 mg.) (30 mg.) 
j BIPHETAMINE BIPHETAMINE ‘7'2’ IONAMIN ‘18’ 
3 (12.5 mg.) (7.5 mg.) (15 mg.) 
Each capsule of each strength contains equal Each capsule of each strength contains 
parts of d-amphetamine and dl-amphetamine phentermine as a cation exchange resin 
as cation exchange resin complexes of sul- complex of sulfonated polystyrene. 


‘ fonated polystyrene. 


“eg lngle Capsule Daily Dose 10 to 14 hours before retiring 


STRASENBURGH 


December 1960 
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don’t let medical control out of your hand 


during the critical newborn perio 


When you specify Vi-Sol Drops, you specify vitamins 
designed to help keep you in full control of the infant; 
medical care. Always professionally oriented, ViSo 
Drops are not only manufactured to meet your highes 
standards, but they are promoted only to you. You 
select the level of protection...mother feels confident 
in your choice. 


Exceptional stability of Vitamin C is only one of the 
many advantages of Vi-Sol Drops. This outstanding 
stability isattained in part through the nitrogen bubble 


bath, which eliminates vitamin contact with destruc 
tive atmospheric oxygen. Other controls to. stabilix 
vitamin C are maintained right through to the fini 
packaging—in amber bottles for protection agains 
deteriorating light rays. 


Vi-soO DROPS 


outstanding vitamin C stabiliy 


TRI-VI-SOL®* POLY-VI-SOL* DECA-VI-SOL® 
Drops Drops Drops 


% basic vitamins 6 essential vitamins 


10 significant vitamil 
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professional control 
baht assures baby’s good health...mother’s confidence 


V1-SOL* 


Mead Johnson 


Cunt 
Symbol of service in medicine 


—— 


te-tested 
experts 


In a recent survey of nearly 700 children, over 2 to 1 expressed 
their preference for Vi-Sol Chewable Vitamins over the other 
leading chewable vitamin tablets. Frankly, we're quite 
surprised over those who filed the minority report. From 
past experience, we thought that all children over 2 pre- 
ferred delicious, fruit-flavored Vi-Sol Chewable Vitamins. 
TrRi-vi-sov® Chewable Vitamins, 3 basic vitamins. 
PoLy-vi-sovc® Chewable Vitamins, 6 essential vitamins. 
peca-vi-sov® Chewable Vitamins, 10 significant vitamins. 


Chewable Vitamins 


Mead Johnson 


Symbol of service in medicine 


4 
18660 
5 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 


stimuli which pass through the sympathetic. 


nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. 


Complete information available on request. 


BEE ES 


Blood préssure that goes up with stress 
often comes down with SERPASIL 


(reserpine CiBA) 
In mild to moderate hypertension, Serpasil. is 
basic therapy, effective alone ‘'...in about 70 
per cent of cases...”* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives, 
Serpasil minimizes the incidence and Severitva 
of their side effects. , 
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on the pathogenesis of pyelonephritis 


“An inflammatory reaction here [renal papillae] may produce sudden rapid 
impairment of renal function. One duct of Bellini probably drains more than 
5000 nephrons. It is easy to see why a small abscess or edema in this area may 
occlude a portion of the papilla or the collecting ducts and may produce a func- 
tional impairment far in excess of that encountered in much larger lesions in the 
cortex.”? 

Recent experimental evidence in animals strongly supports the view that obstruc- 
tion of the tubules in the medulla, as opposed to the cortex, predisposes the kidney 
to pyelonephritis,? and “. . . as few as 10 organisms injected into the medulla were 
capable of causing infection.”* 

The “exquisite sensitivity’* of the medulla to infection highlights the impor- 
tance of obstruction to the urine flow in the pathogenesis of pyelonephritis. ““There 
is good cause to support the belief that many, perhaps most, cases of human pye- 
lonephritis are the result of infection which reaches the kidney from the lower 
urinary tract.’6 


An agent, such as FURADANTIN, which has a specific affinity for the urinary tract 
and which is actively excreted by the cells of the tubules, as well as of the glom- 
eruli,® is particularly suited to meet the problems posed by the pathogenesis of 
pyelonephritis and the primary pathways of infection. 
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pyelonephritis 


to eradicate the pathogens 
no matter the pathway 


-URADANTI 


brand of nitrofurantoin 


high urinary concentration 
glomerular filtration 
tubular excretion 


effective at glomerular and tubular levels: 1n addition to simple glomerular filtra- 
tion, FURADANTIN is actively excreted by the tubule cells. 


rapid antibacterial action: Antibacterial concentrations of FURADANTIN are in the urine 
in 30 minutes. 


broad bactericidal spectrum: Furavantn is bactericidal against a wide range of gram- 
positive and gram-negative bacteria including certain organisms resistant to other agents. 


free from resistance problems: Development of bacterial resistance to FURADANTIN has 
not been a problem in over 8 years of extensive clinical use. 


well tolerated—even after prolonged use: Furavantin is nontoxic to kidneys, liver and 
blood-forming organs. No monilial superinfection, staphylococcic enteritis, proctitis or 
anovulvar pruritus has ever been reported. 


no cross resistance or cross sensitization with other drugs: Furavantin, a synthetic 


nitrofuran, is unrelated chemically to any other class of antimicrobial drugs; cross resist- 
ance or cross sensitization does not occur. 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. tablet q.i.d. with meals and with food or 
milk on retiring. SUPPLIED: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1. Schreiner, G. E., A.M.A. Arch. Int. M. 102:32, 1958. 2. Rocha, H., et al.: Yale J. Biol. & Med. 
32:120, 1959. 3. Freedman, L. R.: Yale J. Biol. & Med. 32:272, 1960. 4. Freedman, L. R., and Beeson, P. B.: Yale 
J. Biol. & Med. 30:406, 1958. 5. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 6. Paul, M. F., et al.: Am. J. 
Physiol. 197:580, 1959. 
® NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY 
NORWICH, NEW YORK 
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MODEL 100M MOBILE VISO-CARDIETTE 


HIS IS THE NEWEST Sanborn electro- 

cardiograph — complete with all acces- 
sories in a fully mobile, easy-to-roll cabinet 
version. A single Model 100M ‘‘Mobile 
Viso” can easily serve several locations 
within a clinic or hospital, and perfectly 
answers the need for instrument storage 
away from the point of use. The highly de- 
veloped design of this modern instrument 
also provides fully diagnostic cardiograms 
at either of two chart speeds (25 and 50 mm/ 
sec), sensitivity settings of 14, 1 or 2 times 
normal, fully automatic stylus stabilization 
during lead switching, pushbutton ground- 
ing, jacks for recording and monitoring non- 


MEDICAL 


Division 
SAN BOR NI 


175 WYMAN ST., WALTHAM 54, MASS. 


roll this 
MOBILE 


electrocardiograph 


wherever 


$895 delivered, 
Continental U.S.A, 


ECG inputs in conjunction with other equip- 
ment. The cabinet is available in either 
handsome mahogany or exceptionally dura- 
ble, stain-resistant plastic laminate. 

The same basic instrument — with identi- 
cal circuitry — is also manufactured as a 
desk-top instrument, designated Model 100 
Viso-Cardiette. A third choice in Sanborn 
ECGQ’S is also offered, for the physician 
whose practice demands maximum porta- 
bility: the 18-pound ‘“‘briefcase”’ size Model 
300 Visette. All are proven Sanborn electro- 
cardiographs, reflecting more than four 
decades of experience in the manufacture 
of medical instrumentation. 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


DONNAZYME 


A. H. ROBINS COMPANY, INCORPORATED e RICHMOND 20, VIRGINIA | 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTANT 
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Helps you 


take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 
both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses 
with one-week rest periods; during the rest 
periods, Miltown alone can sustain the patient. 


Composition: Miltown (meprobamate) + conjugated 
estrogens (equine). 

Supplied: Milprem-400, each coated pink tablet 
contains 400 mg. Miltown and 0.4 mg. conjugated 
estrogens (equine). Milprem-200, each coated 
old-rose tablet contains 200 mg. Miltown 

and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 

Literature and somples on request. 
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Milprem 


(Miltown® plus natural estrogens) 


Many physicians find that estrogen therapy is 
not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
dread may make her so miserable that it 
becomes a real clinical problem. 


This is where Milprem helps you so much. It 
calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 
assurances can now help her make her 
adjustment much faster. 


WALLACE LABORATORIES / Cranbury, N. J. 
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TEXAS INSTRUMENTS INCORPORATED, HOUSTON 


ad 


DECONGESTS PARANASAL SINUSES, TREATS 
UNDERLYING CAUSE OF PAIN AND PRESSURE 


As an oral decongestant with antiallergic and antiinflammatory action, 
URSINUS shrinks edematous-congested turbinates, opens obstructed ostia, 
re-establishes sinus drainage and nasal patency. Pain, produced by pres- 
sure from retained sinus secretions and engorged turbinates, is promptly 
and effectively relieved over a prolonged period of time. 


Each URSINUS Inlay-Tab contains: phenylpropanolamine HCI, 25 mg.; 
pheniramine maleate, 12.5 mg.; pyrilamine maleate 12.5 mg.; Calurin® 
(calcium acetylsalicylate carbamide, equiv. to aspirin 300 mg.) Dose: 1 or 
2 tablets every 4 to 6 hours. Supplied in bottles of 100 URSINUS tablets. 


December 1960 
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Children are happier when doctors choose Fleet’ Enema 


They are more willing to accept this ready-to-use pediatric enema because they are spared the ordeal 
of complicated old-style procedures. The compact Fleet Enema takes less than a minute to give and 
avoids the discomfort of large volumes of liquid. Insertion is made easy and safe because of the 
pre-lubricated, anatomically correct 2-inch rectal tube.’ Fleet Enema can be prescribed 
with confidence as “‘a safe and effective enema preparation for even small children.”? 


Widely useful for a variety of diagnostic and therapeutic purposes — 
even for your patients, on sodium-restricted maanen” temeande READY-TO-USE SQUEEZE BOTTLE 


absorption is negligible.?’* 
Pediatric size, 2% fl.oz. Regular size, Ris fl.oz. 100 ce. contains: 16 
G Also 


Gm. sodium biphosphate and 6 Gm. 
Fleet Oil Retention Enema, 4%-fl.oz. ready-to-use unit 
Mineral Oil U.S.P. 


1. Frech, H. C., and Lanier, L. R., Jr: Am. J. Obst. & Gynec. 74:1146, 1957. 2. Way,W.G,et C. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
al.; Virginia M. Month. 85: 291, 1958. 3. Hellman, L. D.: To be published. 
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for bedridden as well as ambulant patients 
| Pleasant Tasting 


milk-like action... 


no constipation or laxation... 
no interference with gastrointestinal absorption... 


HENEVER an ANTACID 
Is indicated: 
e Peptic ulcer (gastric and duodenal) 


e Heartburn due to dietary or alcoholic 
indiscretions, pregnancy 


: e Gastric hyperacidity associated with 
: acute, subacute, and chronic gastritis 


e Drug-induced gastric hyperacidity re- 
sulting from administration of salicyl- 
ates, corticosteroids, reserpine, etc. 


itralac 
TABLETS ~ 


prolonged action 
ywhere, anytime. 
hooth, deliciously fla- 
ed tablets may be chew- 

lved in mouth, or 
owed with water. 
White, mint-flavored 
lets, each containing glycine 
ie Gm. and calcium mate 


Titralac” 
LIQUID 
Just one teaspoonful—not 
ounces or tablespoonfuls. 
Fresh minty flavor appeals 
to the most finicky palate. 
Availability: White, mint-flavored 
liquid, each teaspoonful (5 cc.) 
containing glycine 0.30 Gm. and 


1 
calcium 0.70 Gm. In 
bottles of 8 fl. oz. 


Titralac-SP 


Titralac plus homatropine 
methylbromide, for acute 

or when spasm con- 
tributes to symptom pic- 
ture. Same delicious taste as 
Titralac tablets and liquid. 
Availability: Pink, mint-flavored 
tablets, each containing Titralac 


formula plus 0.5 mg. homatro: 
methylbromide, bottles of 100. 
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here are some of the ways hypertensive patients 


benefit when you prescribe DIVPRES 


convenient, . 4 
controlled 
dosage 


dietary salt 
liberalized 


faypertension 
“= be arrested 
feversed 


edema associated 
with hypertension 
is 


headache, 
dizziness, palpitations | 
tachycardia 
are usually relieved 
..anginal pain may. be 
in incidence 
and severity... 


anxiety 

and tension 
are 

allayed 
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en in many with severe hypertension 
er r drugs need to be added, they can 


DIUPRES-250 DIUPRES-500 


250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 
One tablet one to four times a day. One tablet one to three times a day. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


OIUPRES and DIURIL are trademarks of Merck & Co., Inc. 


December 1960 
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Cm-2537 


Proven 


in more than 750 published clinical — 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 
as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


WY) WALLACE LABORATORIES / Granbury, N. J. 
y 


‘ 
| 
id 
| 
| 
| 
| 
; 
< 
} 
€ 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 


any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory dis- 
tress, and postsurgical conditions...new compound 
kills pain, stops tension, reduces fever— gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, 
totally different analgesic combination 
that contains three drugs. First, Soma: a 
new type of analgesic that has proved to 
be highly effective in relieving both pain 
and tension.” Second, phenacetin: a 
“standard” analgesic and antipyretic. 


NEW NONNARCOTIC ANALGESIC 


Third, caffeine: a safe, mild stimulant 
for elevation of mood. As a result, the 
patient gets more complete relief than he 
does with other analgesics. Soma Com- 
pound is nonnarcotic and nonaddicting. 
It reduces pain perception without im- 
pairing the natural defense reflexes.” 


Composition: 
Soma (carisoprodol), 200 mg.; 
Phenacetin, 160 mg.; 


® caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 
apricot-colored, scored tablets, 


NEW FOR MORE SEVERE PAIN 


soma (ompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Com- 
pound boosts the effectiveness of codeine. Therefore, only “4 grain of 
codeine phosphate is supplied to relieve the more severe pain that 


usually requires YY grain. Composition: Same as Soma Compound plus “% grain 
codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: Bottles of 50 white, lozenge- 
shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


(WALLACE LABORATORIES Cranbury, N. J. 
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when sensitive patients 


sample forbidden fruit... 


BENADRYL 


antihistaminic-antispasmodic 


gives prompt, comprehensive relief 


In food sensitivity, BENADRYL provides simultane- 
ous dual control of allergic symptoms. Gastrointes- 
tinal spasm, and the cutaneous and respiratory 
symptoms associated with food allergy, are favorably 
affected by the antihistaminic action of BENADRYL. 
Concurrently, its antispasmodic effect alleviates 
colicky pain, nausea, and vomiting. This duality of 
action makes BENADRYL valuable in many allergic 
disorders. 


BENADRYL Hydrochloride (diphenhydramine hydrochloride, 
Parke-Davis) is available in a variety of forms including: 
Kapseals,® 50 mg. each; Kapseals, 50 mg., with ephedrine 
sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 
4 cc.; and for delayed action, Emplets,® 50 mg. each. For 
parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 
10 mg. per cc.; and Ampoules, 50 mg. per cc. 27460 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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Inflammatory reaction 


following stress! 


In inflammation, either localized or generalized in nature, capillary damage — increased 
permeability, resulting in seepage of blood constituents into the tissues — is a uniform 
basic reaction resulting from injury or stressors of various types: 


PHYSICAL: Trauma, surgery, overexertion, sprains 
NUTRITIONAL: Malnutrition, toxins, pregnancy, growth 
ENVIRONMENTAL: Temperature, pressure, radiation, allergies 


DISEASE STATES: Viral, bacterial, malignancies, endocrine 


The role of the citrus bioflavonoids in the prevention or reversal of the inflammatory 
process is multiple through: 


1. Maintenance of capillary integrity 


2. In cellular metabolic processes, by potentiating corticosteroids, vitamins and essen- 
tial nutrients, and by inhibition of hyaluronidase 


3. Direct anti-inflammatory action 


In the treatment of inflammatory conditions include the citrus bioflavonoids 
(Lemon Bioflavonoid Complex, Hesperidin Complex and Hesperidin Methyl 
Chalcone) as therapeutic adjuncts. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 


Specialty formulations of leading pharma- 
ceutical manufacturers contain Sunkist® 
Brand Citrus Bioflavonoids. 
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brand of rescinnamine 


a refinement in rauwolfia 


alkaloid therapy 


Science 
for the-world’s 
well-being™ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New Yorh 


December 1960 


IN BRIEF 


MODERIL is rescinnamine, a purified rauwolfia alka- 
loid providing the benefits of reserpine with reduced 
frequency and/or severity of certain reserpine side 
effects. Rauwolfia has been referred to as the first 
agent to be tried and the last omitted in antihyper- 
tensive therapy. When MODERIL is given with other 
antihypertensive agents, the latter may often be ad- 
ministered in lower dosage with fewer undesired 
reactions. 


INDICATIONS: Primary therapy in mild to moderate 
labile hypertension. In more severe cases, as adjunc- 
tive therapy with other agents. 


ADMINISTRATION AND DOSAGE: Adjust dosage to mini- 
mum level for optimal therapeutic effect. Recom- 
mended initial dose—one 0.5 mg. tablet twice a day 
for two weeks. Significant side effects are unusual with 
MODERIL, but should they occur, reduce dosage to 
one 0.25 mg. tablet twice daily. When optimal hypo- 
tensive effects are obtained during initial period, this 
same reduced dosage or less may be used. If greater 
hypotensive effects than those observed during this 
period are required, cautiously increase dose by 0.25 
mg. per day (up to 2.0 mg. per day) and consider 
combined therapy. Doses should be taken after meals 
to minimize possible adverse effects of increased gas- 
tric secretion. 


Initial dosage for children 3-12 years of age is up to 
0.25 mg. twice daily for one week. Children should 
be observed closely and when therapeutic effect is 
achieved, this dose should be reduced by half, i.e., 
0.25 mg. daily. 


SIDE EFFECTS: Same type as with reserpine but usu- 
ally with reduced incidence or severity, e.g., mental 
depression, bradycardia, nightmares, and fatigue. 
Nasal stuffiness or congestion may occur but usually 
disappears with discontinuation of the drug or on use 
of topical vasoconstrictors or antihistamines. Increased 
frequency of defecation and/or looseness of stools is 
an occasional reaction. There have been occasional re- 
ports of serious hypotension in persons on Rauwolfia 
compounds who undergo surgery with general or 
spinal anesthesia. It is suggested that MODERIL be dis- 
continued two weeks before surgery, when feasible, or 
other appropriate measures be taken. 


PRECAUTIONS: Because rauwolfia preparations may in- 
crease gastric secretion, MODERIL should be used with 
caution in patients with a history of peptic ulcer. 
supPLieD: Yellow, scored, oval tablets of 0.25 mg., 
bottles of 100 and 500; salmon, scored, oval tablets of 
0.5 mg., bottles of 100. 


More detailed professional information available on 
request, 
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AUSTRALIA 


Pink disease—Dr. 
W. Clements, Institute of 
Child Health, Sydney. 
has pointed out that in 
both the United King- 
dom and Australia pink 
disease (erythredema 
polyneuropathy) has al- 
most disappeared. Death 
rates from pink disease reached a peak in the 
late 1940s. The number of hospital admissions 
in Australia’s four major children’s hospitals has 
roughly paralleled the mortality. 

The introduction of legislation in five Aus- 
tralian states to control the use of mercury in 
teething powders and syrups followed rather than 
preceded the sharp decline in both the morbidity 
and mortality of pink disease. While calomel may 
be a main etiologic factor in this disease, demo- 
graphic information neither substantiates nor 
denies this hypothesis. It could. however. be 
argued that over the past decade fewer teething 
powders were given to young children because 
of the educational efforts of nurses in baby 
health centers. 

Pink disease is fast disappearing. and will. no 


edicine from Abroad 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


ARGENTINA? ISAAC BERCONSKY, M.D. 
AUSTRALIA: GRAYTON BROWN, M.D. 
AUSTRIA: M. ARTHUR KLINE, M.D. 
BRAZIL: A. BRICKMANN, M.D. 
DENMARK: TORBEN JERSILD, M.D. 
ENGLAND: R. SCOTT STEVENSON, M.D. 


FINLAND: LEO NORO, M.D. 
FRANCE: JEAN MEYER, M.D. 
GREECE: NICK J. PHOTINOPOULOS, M.D. 
ISRAEL: RAFAEL J. SCHEN, M.B. 
JAPAN: HARUTO UCHINO, M.D. 
SPAIN: MRS. EDITH BULSON 


doubt. shortly join the long list of childhood 
diseases which, in the last two or three decades. 
have become rarities. The reason for the dis- 
appearance of pink disease is not known. 

Electrocardiographic diagnosis in is- 
chemic heart disease—Drs. J. J. Hurley and 
H. B. Kay. Alfred Hospital, Melbourne. have 
found that many abnormal electrocardiographic 
patterns are not specific for ischemic heart dis- 
ease. The physician who cannot diagnose chest 
pain in a patient naturally turns to the electro- 
cardiograph for assistance. To what extent is his 
faith in it as a diagnostic aid justified? 

In discussing the various abnormal patterns 
associated with ischemic heart disease. Drs. Hur- 
ley and Kay pointed out that the conventional 
12 lead electrocardiograph must be properly 
used, as improper technic in lead application or 
a fault in the machine itself may produce con- 
fusing abnormalities. If the T wave alone is in- 
volved and if waves of coronary contour are 
deeply inverted and evolve in expected fashion. 
ischemia is the most likely diagnosis. The electro- 
cardiographic pattern of acute coronary insuffi- 
ciency may be slightly suggestive. It cannot al- 
ways be clearly differentiated from other patterns 
showing S-T segment depression. All other non- 


(Continued on page A-80) 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 


with minimal side effects. 


AVAILABLE 
IN TWO 
POTENCIES: 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 tablet t.i.d. at mealtime and 
2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
200 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


1228 


®Miltown + anticholinergic 
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specific S-T segment and T wave abnormalities 


add little or nothing to the final clinical assess- 
ment, and they should not be used to decide the 
issue when clinical doubt exists. 

These reports appeared in the Medical Journal 
of Australia. 


BRAZIL 


Colpocytologic 
studies during preg- 
nancy—The effect of 
estrogenic and progesto- 
genic hormones on the 
vaginal epithelium dur- 
ing pregnancy has been 
discussed by M. Fernan- 
des in Anais brasileiros 
de zinecologia. He point- 
ed out that the presence of unusually active pro- 
gestogens in vaginal smears may indicate a hor- 
monal imbalance of serious prognosis. 

The author also considers an increase in eo- 
sinophils in vaginal smears during pregnancy to 
be important in diagnosing certain disturbances. 
In his experience, treatment of threatened abor- 
tion with methylestrinolone caused a rapid abate- 
ment of eosinophilia; in cases in which the em- 
bryo died, retardation in the disappearance of 
agglutination was noted. 

Hyper plastic appendicitis—A report by M. 
R. de Oliveira on 94 patients with hyperplastic 
appendicitis who had clinical signs and histories 
suggestive of acute appendicitis has been pub- 
lished in Revista do Hospital das clinicas da 
Faculdade de medicina da Universidade de Sao 
Paulo. 

This condition was found only in young adults, 
especially men, and was of a benign evolution. 
Generalized distention and obvious peritoneal 
irritation were not present in the majority of 
patients. Palpation of the abdomen was either 
painless or only slightly painful, and the con- 
glomerate tumor was perceptible by palpation. 

Seventy-seven patients received conservative 
treatment. Of these, 50 were given aqueous 
crystalline penicillin; nine received procaine 
penicillin G and streptomycin, and 18 received 
tetracyclines. The remaining 17 patients were 
surgically treated. 

Results of this study indicate that initial care 
should consist of hospitalization and treatment 
with tetracyclines. Appendectomy is justified, 


BRASILIA 


Medicine From Abroad 


however, if there are signs of toxemia. Even in 
the presence of more serious complications, oper- 
ation may be performed during the first hos. 
pitalization if clinical improvement is obtained 
through administration of broad-spectrum anti- 
biotics. If such improvement does not occur, the 
operation should be postponed for one to three 
months. 

Gastroduodenal ulcers—In Brasil-médico, 
H. de Albuquerque Soares has reported a high 
incidence of gastroduodenal ulcers localized in 
areas in which pepsin and hydrochloric acid 
combine. Since the amount of hydrochloric acid 
in the gastric juice remains constant, so-called 
gastric hyperacidity does not necessarily cause 
ulcers. Hypersecretion of the gastric juice, along 
with other contributing factors, provokes the 
ulcer formation. 

In discussing the different theories of the 
etiopathogenesis of ulcers advanced since the 
time of Cruveilhier, the author emphasized other 
conditions, such as stress, which promote the for- 
mation of peptic ulcers. 


ENGLAND 


Selective leukotomy 
—An important discus- 
sion has been held at the 
Royal Society of Medi- 
cine on the results of se- 
lective leukotomy and of 
restricted orbital under- 
cutting of the cortex. For 
psychiatrists there is little 
need to emphasize the undesirable effects pro- 
duced by the excessive damage inflicted by the 
full, “standard” leukotomy; the ideal treatment 
should modify emotional behavior while mini- 
mizing concomitant damage to personality and 
intellect. Hence, the technic of orbital undercut- 
ting (devised by W. B. Scoville in 1949) was 
introduced. There is no doubt that selective leu- 
kotomy—orbital undercutting and cingulectomy 
—can give very satisfactory results in severe and 
long-standing anxiety and depressive states and 
in obsessional neurosis. 

In the discussion, Mr. Walpole Lewin, the Ox- 
ford neurosurgeon, said that we are now at the 
outset of the third stage in the surgery of mental 
illness. It is probable that with the earlier recog- 
nition and more active treatment of mental ill- 

(Continued on page A-82) 
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Effective against more than 30 
of the commonly encountered 
pathogens, including staph 
and strep, Panalba KM assures 
you of prompt control in 
potentially-serious pediatric 
infections. Panalba KM makes 
a pleasant-tasting, readily 
accepted suspension. 

When sufficient water is 
added to fill the bottle to 

a total volume of 40 cc. (or 
60 cc.) and the contents 
shaken, each 5 cc. 

(one teaspoonful) contains: 


Panmycin (tetracycline) equivalent to 


tetracycline hydrochloride. ..... 125 mg. 
Albamycin (as novobiocin calcium) 62.5 mg. 
Potassium Metaphosphate ....... 100 mg. 


Supplied: In 40 cc. and 60 cc. 
bottles. 


“TRADEMARK, REG. U. S. PAT. OFF. 
THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


in potentially- 
serious pediatric 
infections, 

make 


PANMYCIN® PLUS ALBAMYCIN® 
WITH POTASSIUM METAPHOSPHATE (KM) 


your broad-spectrum 
antibiotic 
of first resort 
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ness in the future, we shall see less of persons 
with chronic illnesses who in the past have come 
to surgery. Moreover, early diagnosis may make 
response to the simpler forms of treatment more 
effective. When these fail, the psychiatrist has a 
wealth of therapeutic tools at his disposal, in- 
cluding electric treatment, the newer drugs such 
as the monoamine oxidase inhibitors, and selec- 
tive leukotomy. That fewer patients will need 
surgery in the future may be true. However, in 
our present state of knowledge, it would appear 
that there will still be some patients whose re- 
sponse to other medical measures will be dis- 
appointing or inadequate; in such cases, selective 
leukotomy may cut short a distressing illness. 
and it should not be delayed too long. This third 
period opens, therefore, with good therapeutic 
promise and with the opportunity for a critical 
appraisal of various methods of treatment for the 
relief of mental suffering. 

Freeze-dried BCG vaccine—The Medical 
Research Council has just issued a report on the 
stability of freeze-dried BCG vaccine under dif- 
ferent conditions of storage and on persistence 
vf tuberculin sensitivity in school children after 
vaccination. 

Freeze-dried BCG vaccine has advantages 
over the liquid preparation in that it can be fully 
tested in the laboratory before being issued for 
use, and its stability gives it a considerably 
longer life. However, before using the vaccine 
extensively in England, it was decided to in- 
vestigate the consistency of the viable count of 
a number of routinely prepared batches and to 
compare the ability of this vaccine to produce 
tuberculin sensitivity with that of the Danish 
liquid vaccine, which has now been shown to 
confer substantial protection against tuberculosis 
for at least six and a half years. 

In the preliminary investigation, the dried vac- 
cine used had been stored continuously in the 
refrigerator since its preparation, and it was 
found that periods of up to 10 months’ storage 
did not affect its ability to produce a satisfactory 
conversion rate. It was considered important, 
however, to make further investigations, by both 
laboratory and clinical methods, of the stability 
of the vaccine at different temperatures and after 
different periods of storage in order to obtain 
information which would serve as a basis for 
recommendations relating to storage. 

It is evident from the results of both these 
studies and the previous investigation that the 
British freeze-dried BCG vaccine may be regard- 
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ed as satisfactory for use as a successful prophy- 
lactic against tuberculosis, since it was shown 
to produce, in strictly controlled trials in tuber. 
culin-negative adolescent children, a high degree 
of tuberculin sensitivity which developed at a 
similar rate and was maintained to the same 
extent as that produced by the Danish liquid 
vaccine. 

Care must be taken, however, in handling the 
dried vaccine during storage and transit. It 
would seem advisable not to store the dried vac. 
cine at temperatures exceeding 4° C., although 
a temperature of approximately 20° C. for short 
periods of up to a week, which may be required 
for transit in temperate zones, would be unlikely 
to cause much deterioration. The laboratory tests 
showed that the dried vaccine was extremely un- 
stable at 37° C. 

Treatment of obesity—Dr. P. M. F. Bishop, 
department of endocrinology, Guy’s Hospital, 
London, and his colleagues Dr. J. H. Briggs and 
Miss P. M. Newland have published in the British 
Medical Journal a report on the effect of phen- 
metrazine given to obese adults on a restricted 
diet and have compared this effect with that pro- 
duced by a placebo. Phenmetrazine hydrochlo- 
ride (PRELUDIN®) is related to ephedrine and is 
chemically and pharmacologically similar to 
amphetamine. 

Women between the ages of 20 and 66 who 
were at least 15 per cent overweight but other- 
wise healthy and who attended the department 
of endocrinology for the treatment of obesity 
were asked to take part in the trial; however, 
only 32 of these women completed it (possibly 
because of a widespread bus strike at the time). 
All were instructed to take 1 tablet of phen- 
metrazine three times a day half an hour before 
meals. One group of patients was given 25 mg. 
phenmetrazine three times a day for four weeks. 
followed by placebo tablets of identical appear- 
ance for the next four weeks. The placebo tablets 
were administered for the first four weeks to the 
other group, and then these patients were given 
phenmetrazine. The patients were unaware that 
some of the tablets were inert. All patients were 
put on a diet of 1000 calories. Only one patient 
was unable to tolerate phenmetrazine. 

The results of this study suggest that those 
patients who initially were the most overweight 
were those who lost the most weight; the average 
weight loss during the trial period on phenmetra- 
zine was 6.5 lb. The authors are of the opinion 

(Continued on page A-84) 
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rug for 
nig, sickness.” 


e IN BRIEF 
: oe: BONINE is an antiemetic which provides rapid 
j brand of meclizine hydrochloride and prolonged protection against nausea and 
' vomiting due to a variety of causes, A single 
* dose of BONINE is usually effective for 24 hours. 
ye Thus, BONINE can be taken at bedtime to help 

prevent “next morning” sickness. 
), INDICATIONS: Valuable in the symptomatic relief 
L of nausea and vomiting of pregnancy. Also indi- 
: cated for motion sickness, radiation sickness, 
‘ vertigo associated with Méniére’s syndrome, 
d labyrinthitis, fenestration procedures, vestibular 
" dysfunction, and dizziness associated with cere- 
bral arteriosclerosis. 
ADMINISTRATION AND DOSAGE: For control of 
| nausea and vomiting of pregnancy, a daily dose 
- only rarey does of 25 to 50 mg. is usually effective. For dosage 
schedules in other indications, see package insert. 

one drug meet 

it SIDE EFFECTS: Not a phenothiazine, the side 
y SO well the needs ; effects reported in association with BONINE have 
‘ F been mild and/or transient and consist of occa- 
c of one conditton sional drowsiness, dryness of the mouth, and 
‘ = ae blurred vision. Drowsiness is seen less frequently 
. at with BONINE in therapeutic dosages than with 
x. most other effective antiemetics. 
» PRECAUTIONS: As with other antihistaminic com- 
‘i pounds, the physician should inform patients of 
os the need for caution in driving a car or when = 
i engaged in other activities requiring alertness. % 
at There are no known contraindications to BONINE. 
" SUPPLIED: BONINE Tablets, scored, tasteless, 25 
. mg. BONINE Chewing Tablets, mint-flavored, 25 

mg. BONINE Elixir, cherry-flavored, 12.5 mg. per 
teaspoonful (5 cc.). 
e More detailed professional information available 
on request. 
n 

Science for the world’s well-being™ Pfizer) PFIZER LABORATORIES Division, Chas Pfizer ¢> Co., Inc. Brooklyn 6, New York 
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that phenmetrazine is safe and effective. pro- 
vided that the dosage is not excessive. 


FRANCE 


Kidney disease due to 
erush injuries—In La 
Presse médicale, Professor 
Mirouze, Montpellier, has 
reported on a study of 87 
patients with kidney dam- 
age resulting from injuries 
received at the disaster in 
Agadir, Morocco. Kidney 
disease results from the compression of muscles 
for more than three hours; the extent of damage 
remains the same regardless of the duration of 
compression. The patients studied were trapped 
under debris for varying periods, not exceeding 
24 hours. Crush injuries were sustained in the 
lower limbs of 34 patients, in the upper limbs of 
15 patients, and in both upper and lower ex- 
tremities of 23 patients. Fifteen patients received 
crush injuries to the chest, loins and face. Of the 
patients who died, two had infarction of the 
intestines and two had symptoms of hemolysis. 


When colds, 
P sore throats 


you can prescribe comfort with 


bring fever, aches, pains- 


The patients manifested symptoms of shock, 
with pallor, anxiety, cold sweating, rapid pulse. 
dehydration and collapse of arterial tension. Ad- 
ministration of serum, plasma and LEVOPHED® 
alleviated these symptoms. The compressed parts 
of the body were swollen and hard and covered 
with ecchymoses and blebs. Paresthesia and diffi- 
culty in using the injured parts were observed: 
in some patients, paralysis of the radial or sciatic 
(external popliteal) nerves and Volkmann’s pa- 
ralysis were present. Ischemia due to vascular 
compression, with cyanosis and cold sensation 
in the extremities, occurred in some patients, 
necessitating immediate infiltration of procaine 
through the artery or sympathectomy. 

The first sign of renal alteration was spectro- 
photometric evidence of myoglobin in the urine; 
no red blood cells were found. The urine con- 
tained blackish sediment and a supernatant fluid 
of typically bluish reflection. Results of the 
Meyer test were positive. The renal syndrome 
included a phase of scanty urination, with an 
increase in nitrogen and potassium concentration 
in the blood and a decrease in the level of sodium 
and chlorides in blood plasma. The syndrome was 
especially serious in patients over 40. 

(Continued on page A-86) 
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Tylenol 


Acetaminophen 


for ‘effective antipyretic and analgesic responses’’! 
with “remarkable freedom from toxicity.”’2 
Children like Tylenol—and parents like the prompt 
relief it brings. Tylenol is often prescribed with 
antibiotics for this reason. 


TYLENOL ELIXIR 
, 120 mg. (2 gr.) per 5 cc.; 4 and 12 fl. oz. bottles. 


TYLENOL DROPS 
60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with calibrated droppers. 


Mc NE I L| McNEIL LABORATORIES, INC. 


Philadelphia 32, Pa. 


1, Cornely, D.A., and Ritter, J.A.: J.A.M.A. 160:1219 (Apr. 7) 1956. 
2. Mintz, A.A.: J. Ky. Acad. Gen. Pract. 5:26 (Jan.) 1959. 
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The patients were classified into four groups. 
the first being 21 patients with simple myo- 
globinuria. The typical symptom was scanty 
urination or anuria of several hours’ duration. 
followed by a sudden diuresis with clear urine. 
There was little proteinuria; the urine sediment 
contained erythrocytes and granular casts. Hema- 
tologic studies revealed a low level of sodium 
(approximately 110 mEq. per liter); chlorides 
measured around 90 mg. per cent, and the level 
of potassium exceeded 5.8 mg. per cent. These 
patients recovered with no sequelae. 

The second group consisted of 35 patients 
who had kidney lesions due to myoglobinuria. 
with vomiting, semidelirium, respiratory difficul- 
ty and cardiac insufficiency. The level of nitrogen 
in the blood rose abruptly to around 200 mg. 
per cent and then slowly returned to normal. 
Diuresis was gradually re-established in six to 
eight days. 

The third group included 22 patients with 
malignant nephropathies, which proved fatal to 
those who did not receive treatment with the 
artificial kidney. 

The nine patients of the fourth group had 
serious compression of the face and neck. All 
these patients died within a few hours, before 
active therapeutic methods could be applied. 

Treatment consisted of administering massive 
amounts of fluids, electrolytes, sugars and anti- 
biotics, with alkalinization because of the possi- 
bility of development of an injurious humoral 
acidity. 


ISRAEL 


Causes of death— 
According to statistics 
published by the Israel 
Ministry of Health, there 
were 2,721 deaths among 
the Jewish population 
from January to March 
1960, inclusive. The 
leading cause of death 
was coronary heart dis- 
ease, which occurred in 
596 persons (21.9 per cent) ; neoplasms were the 
cause of death in 487 persons (17.9 per cent). 
Cancer of the stomach was the most common 
malignancy (57 cases), followed by cancer of the 
lung (45 cases), leukemia (43 cases), and cancer 
of the breast (38 cases). Vascular lesions of the 


central nervous system caused 343 deaths (12.6 
per cent). Only 26 persons died of tuberculosis. 
and only four died of syphilis. The maternal 
mortality was very low during this period (seven 
deaths) . 

Life expectancy—Dr. Nissan, of the National 
Insurance Board, has reported to the Ministry 
of Social Welfare on the life expectancy of the 
Jewish population. It was estimated that life 
expectancy is 70.2 years for men and 72.3 years 
for women. If a man reaches the age of 50, he 
may expect to live to the age of 74.8; if he 
reaches 60, he may expect to live to 78.6, and 
if he reaches 70, his life expectancy is 80.4 years. 
These ages compare favorably with the life ex- 
pectancy rates of most of the advanced countries, 
including the United States and Great Britain. 

Familial Mediterranean fever—E. Sohar 
and co-workers, Tel-Hashomer Government Hos- 
pital, have reported on a survey of familial Medi- 
terranean fever in Harefuah. Known also as 
periodic disease, this syndrome is characterized 
by repeated bouts of fever over many years, 
usually accompanied by pains in the abdomen or 
the joints. 

The disease has an interesting ethnic distribu- 
tion among the various Jewish communities. Of 
the 262 patients studied (believed to be nearly 
all those affected with this disease in Israel), 130 
were of North African origin, 75 were Sephardic 
Jews from the Levant and the Balkans, and 45 
originated from Iraq and Kurdistan. Only six 
Ashkenazic Jews (i.e., Jews originating from 
eastern and central Europe) and six non-Jews 
(all Arabs) were found to have the disease. No 
cases were recorded from the Yemenite and 
Persian communities. 

Amyloidosis, which is likely to develop in 
younger patients with familial Mediterranean 
fever, causes renal damage with possibly fatal 
results. The only pathologic findings in six pa- 
tients at autopsy were widespread amyloid de- 
posits in the kidneys, spleen and adrenal glands. 

The authors found that familial Mediterranean 
fever frequently affects brothers and sisters but 
is seen only rarely in one of the parents. The 
number of marriages between first cousins in the 
families affected with this disease was higher 
than in the control families. Statistical analysis 
of the results of the survey supports the view 
that the disease is a genetic disorder with com- 
plete recessive autosomal inheritance. It is pos- 
sible that familial Mediterranean fever belongs 
to the group of “inborn errors of metabolism.” 
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attains 

high activity 
levels at 
low dosage 


DECLOMYCIN Demethylchlortetracycline attains— 
usually within two hours— inhibitory blood levels 
more than adequate to suppress susceptible path. 
ogens. The substantially higher levels—higher, that 
is, in comparison with other tetracyclines — insure 


that positive antibacterial action is brought to bear 


at the infective site. On a milligram-for-milligram 
basis, DECLOMYCIN Demethylchlortetracycline 
has been shown to have two to four times the in- 
hibitory capacity of other tetracyclines against sus- 
ceptible organisms and has, in addition, been 
shown to inhibit many individual strains relatively 
resistant to other tetracyclines. 


DECLOMYCIN Demethylchlortetracycline normally 


attains optimal inhibitory concentrations in affect- F 


ed tissues and body fluids on daily dosages substan- 

tially lower than those required to elicit antibiotic 

activity of comparable intensity with other tetra- 

cyclines. With other tetracyclines, the average, ef- 

fective, adult daily dose is 1 Gm. With DECLOMY- 

CIN Demethylchlortetracycline, it is only 600 mg. 
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RACYCLINE. 


WITH 


DECLOMYCIN- | 


THERAPY 


DOSAGE 
150 mg. 


DOSAGE 
250 mg. q.i.d. 


“TETRACYCLINE 
“SSBGSITIVE ANTIBACTERIAL ACTION 


SUSTAINS 
high activity 
levels at 
low dosage 


DECLOMYCIN sustains, through the entire therapeu. 
tic course, the high activity levels needed to control 
the primary infective process and to check the onset 
of a complicating secondary infection at the orig- 


inal—or at another—site. The antibiotic suffuses 
through organs, tissues and fluids, and is present at 
therapeutic concentrations in other potentially or 
actually affected systems while it is acting at the 
primary site. 


DECLOMYCIN sustains this combined therapeutic 
action, in most instances, without pronounced hour- 
to-hour, dose-to-dose, peak-and-valley fluctuation 
in activity levels. This flattening-out of the activity- 
level oscillations which characterize other tetra- 


cyclines is attributable to two distinctive properties 

of DECLOMYCIN Demethylchlortetracycline — L 
relatively high resistance to degradation within the 
body and a relatively low rate of renal clearance. 
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reraws 


high activity 


levels after 
dosage 1s 
stopped 


DECLOMYCIN Demethylchlortetracycline retains 

significant tetracycline activity levels, in the major- 
ity of cases, up to 48 hours after the last dose is 
given. This attribute is, again, due to higher re. 
sistance to degradation and a lower renal clearance 
rate...as compared with other tetracyclines. A full, 
extra day of positive antibacterial action may, thus, 
be confidently expected. ‘Two extra days in which 
measurable therapeutic levels are retained have 
been reported in many cases. 


DECLOMYCIN, thus, provides up to six days, activity 
on a four-day therapeutic course. Shortening of the 
normally indicated course is not recommended, 
since this may deprive the patient of the benefit of 
the added insurance against superinfection or re- 
currence provided by the longer retention of anti- 
bacterial potency. One capsule four times a day, for 
the average infection in the average adult, is the 
same as with other tetracyclines — but the total 
dosage is lower and the duration of anti-infective 
action is longer. 
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4, 4) Oxytetracycline. (2) Chiortetracycline. (3) Tetracycline. 


pROTEETION AGAINST RECURRENCE 


METHYLCHLORTETRACYCLINE LEDERLE 


‘ains DAYS 3 4 6 
Of TETRACYCLINE A! DOSAGE 
RATION OF PROTECTION 
hus, 
DAYS OF TETRACYCLINE B? DOSAGE 
DURATION OF PROTECTION 
the 
DAYS OF TETRACYCLINE C3 DOSAGE. 


for the 

added measure 
of protection 
in Clinical 
practice 


w higher activity/intake ratio— positive antibacterial action 
@ sustained activity levels—protection against problem pathogens 
@ up to two extra days’ activity— protection against recurrence 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Average infections -—19 
capsule four times daily. Severe infections—Initial dose of 2 capsules, then] 
capsule every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with calibrated, plastic dropper, 
Dosage: 1 to 2 drops (3 to 6 mg.) per pound body weight per day—divided into 4 doses, ¥ 


SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fl. oz 
Dosage: 3 to 6 mg. per pound body weight per day—divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, 
stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photodynamic reaction to sun 
light has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing 
therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with other 
antibiotics. The patient should be kept under observation. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Ene) 
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131,000,000 
published papers Over 114,000,000 
oses aaminisiere all other oral 
hen to date _anticoagulan 
4 
doses, 
fl. oz. 
ossitis, 
(0 Sun 
‘inuing 
ncrasy 
other 
> n Full range of oral and parenteral dosage fa7ms— 
inal nd ly COUMADIN* (warfarin sodium) is available as: Scored tablets 
_ warfarin responsible for —2 mg., lavender; 5 mg., peach; 7/2 mg., yellow? 10 mg., 
RLE white; 25 mg., red. Single Injection Units—one vial, 50 mg., 
establishing this drug mg and one 2 cc. ampul Water for Injection; one vial, 75 mg., and 
closely Qa pproaching the one 3 ce, Water for injection. * 
ideal anticoagulani.* Average Dose: Initial, 40-60 mg. For elderly and/er debili- 
wi tated patients, 20-30 mg. Maintenance, 5-10 mg. daily, or as ie 
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Complete Information and Reprints of Request 
M nde license fi Wi i 


proven anticoagu lant 
FOR ORAL, INTRAVENOUS OR INTRAMUSCL'LAR USE 
| 


essential 
partners 


in the 
control 


of edema 


nonmercurial 


brand of trichlormethiazide 


Now...the alternate or combined use of these two drugs 


can help the physician meet with maximum efficiency 


the demands of diuretic therapy in almost any phase or degree 


POSTGRADUATE MEDICINE 


of cardiac edema—acute or chronic. 


SEND FOR METAHYDRIN BROCHURE 
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now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


prolongs gestation / increases fetal survival rate 


e 
® 
n no intolerance /no endocrine disturbance / reduces need for bed rest 
In a study of 618 pregnancies over a period ae 


of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.* In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


*Stephens, L. J.: The Prevention of Premature Delivery, presented 
at the Pacific Coast Fertility Society, Las Vegas, Nevada, November 
15, 1959. 72560 
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new, improved, 
more potent relaxant 
for anxiety and tension 


e effective in half the dosage required with meprobamate 


e much less drowsiness than with meprobamate, 
phenothiazines, or the psychosedatives 


e does not impair intellect, skilled performance, 
or normal behavior 


e neither depression nor significant toxicity has been reported 


alert tranquillity 


EMYLCAMATE 


a familiar spectrum of antianxiety and muscle-relaxant activity 

* no new or unusual effects—such as ataxia or excessive weight gain 

may be used in full therapeutic dosage even in geriatric or debilitated patients 
no cumulative effect 


simple, uncomplicated dosage, providing a wide margin of safety for office use 


STRIATRAN is indicated in anxiety and tension, occurring alone or in 
association with a variety of clinical conditions. 

Adult Dosage: One tablet three times daily, preferably just before meals. 
In insomnia due to emotional tension, an additional tablet at bedtime usually 
affords sufficient relaxation to permit natural sleep. 

Supply: 200 mg. tablets, coated pink, bottles of 100. 

While no absolute contraindications have been found for Striatran in full recommended dosage, 


the usual precautions and observations for new drugs are advised. 


For additional information, write Professional Services, 
Merck Sharp & Dohme, West Point, Pa. 


m@o MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., WEST POINT, PA. 


STRIATRAN IS A TRADEMARK OF MERCK & CO., INC. 
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News from Abbott of a 
truly practical “once a day” 


diuretic-antihypertensive 


TRADEMARK 


ENDURON 


(METHYCLOTHIAZIDE, ABBOTT) 


Longest acting of any available thiazide, 
more sodium excretion with less potassium loss 


§ 
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(METHYCLOTHIAZIDE, ABBOTT) 


an improved way to treat edema and hypertension 


once a day, every day 


If you’ve found the thiazide diuretics helpful, you'll particularly appreciate 


Enduron. It provides the familiar benefits of oral thiazide therapy, but in a 


new and (we feel) more practical manner. m Dosage, for example, is engi- 


neered for the most practical schedule of all: “Once a day, every day.” Easy 


to remember, easy to stick to. gj More important, duration of action of this 


single daily dose is over 24 full hours. This means your first dose is still pro- 


ducing good diuresis or hypotensive action right up to the time when the next 


day’s dose takes effect. g A single dose of 10 mg. produces a peak natruretic 


effect. By this we mean that the maximum possible effect occurs with 10 mg., 


and greater doses do not produce greater natruresis. However, most patients 


require just 5 mg. daily for satisfactory response. Some can be maintained on 


as little as 22 mg. Such small doses afford a very safe therapeutic ratio. m If 


you're concerned about potassium, too, you'll like Enduron. It produces the 


least potassium excretion of any available thiazide. Depletion seldom becomes 


a factor in your therapy. 


See next page for more details... 
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(METHYCLOTHIAZIDE, ABBOTT) 


logical culmination to thiazide therapy 


MOST SUSTAINED ACTION 
OF ANY AVAILABLE THIAZIDE 


For once a day dosage to be really satisfactory, it 
must continue to produce therapeutic effect more 
than 24 hours later. Otherwise you can expect a 
gap in action until next day’s dose has time enough 
to re-establish the effect. This gap is avoided with 
Enduron therapy. Its action remains well above 
control (i.e., undosed) levels, even at the end of the 
24-hour period. 


ACHIEVES PEAK NATRURESIS 
WITH JUST 10 MG. 


Enduron is about 20 times more potent than hydro- 
chlorothiazide by weight. It is also more potent 
compared at peak doses. As explained before, by 
peak doses we mean the smallest amounts which 
produce maximum natruretic response. In Enduron 
that peak is achieved with just 10 mg. (see graph). 
Larger doses than 10 mg. don’t produce additional 
effect, and aren’t needed. 


MOST POTASSIUM-SPARING 
OF ANY AVAILABLE THIAZIDE 


Enduron enhances sodium excretion, but doesn’t 
boost potassium outgo proportionately. Its ratio of 
sodium excretion versus potassium is the most fa- 
vorable of any available thiazide. In other words, 
Enduron leads to greater sodium excretion per unit 
of potassium excreted, and to less total potassium 
loss than other thiazides. Thus potassium depletion 
is rarely a problem. 


mEq/24 HOURS 


INCREASE IN URINARY SODIUM EXCRETION 


AVERAGE (5 PATIENTS) URINARY SODIUM EXCRETION 
PATTERN FOLLOWING 10 MG. OF ENDURON 


300 
i 
| 
{ 
Zu 200 1 
25 1 
55 y 
35 4 
Ss 100 
| 
CONTROL EXCRETION LEVEL 
HouRS 6 12 18 24 
DOSE RESPONSE FOR ENDURON 
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| 
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FIVE THIAZIDES: 24-hour sodium . 
to potassium excretion ratios ob- 
tained in carefully selected patients 
under a single investigator. 
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Enduron indications and side reactions are generally comparable to those for the earlier thiazides. 
Diuresis is prompt, but like other thiazides, several weeks may be required for full hypotensive effect. 
Enduron has a potentiating action, and you may wish to adjust dosage of other antihypertensive agents 
if they are used at the same time. Our literature gives full details; ask any Abbott representative or 
write Abbott Professional Services, North Chicago, Illinois. 


Supplied in 22-mg. (No. 6827) and 5-mg. (No. 6812) square tablets, bottles of 100 and 1000. 
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Superficial venography (radiograph on Kodak Blue Brand 
Medical X-ray Film) demonstrates tortuous collateral 
circulation in abdominal wall. 


PORTACAVAL SHUNT 


in Cruveilhier-Baumgarten Syndrome 


Procedure highlighted by reproductions of 
radiographs and full-color transparencies 


Study the procedure outlined herewith. Notice 
how words and pictures work together, making 
each step clear. memorable. Truly. records such 
as these are brilliant aids to medicine. 


Splenoportograms demonstrate abdominal 
hepatic circulation, gastric varices (GV), 
umbilical vein (UV), coronary vein (CV), 
splenic vein (SV), caput medusae (CM). 


The Cruveilhier-Baumgarten Disease* results 
from a congenital hypoplastic liver with 
obliteration of portal venous radicals. Because 
of this, the umbilical vein fails to close at 
birth. Ultimately, this collateral channel 
becomes tortuous and highly resistant, and 
frank portal hypertension with all its sequelae 
develops. An enlarged spleen, a small hypo- 
plastic and often cirrhotic liver with good 
function, and a caput medusae with a venous 
hum are the characteristics of this disease. 


*The Cruveilhier-Baumgarten Syndrome is reserved for those 
instances of cirrhosis in which a caput medusae and venous hum 
occur secondarily to canalization of the umbilical vein. 


1. Thoracolumbar incision: Ninth rib 
is resected through its periosteal bed 
thus preserving the congenitally patent 
umbilical vein. 


2. Abdomen and chest opened, dia- 
phragm divided. Liver—entire right 
lobe visible —cirrhotic, characteris- 
tically small. Fundus of gallbladder 


and hepatic flexure of colon are seen. 


3. Falciform ligament containing 
umbilical vein. Note probe in foramen 
of Winslow; also dilated veins of 
Retzius below retractor, common duct, 
gallbladder, duodenum and pylorus. 
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4. Triple lumen catheter threaded 
into portal vein via jejunal vein to 
determine extended portal pressures. 
(Recorded at 36 cm. of saline.) 


7. Pancreas, under surface, clearly 
visible. Only anterior surface of the 
vena cava is exposed. 


10. Satinsky clamp partially occludes 
inferior vena cava; small retractor 
opens portal vein. Posterior row of 
side-to-side anastomoses shown. 


From Kodak come medical x-ray 
films — Kodak Blue Brand and Kodak 
Royal Blue, Kodak’s fastest x-ray film, 
designed to assure minimum exposure for 
each examination. Kodak color mate- 
rials are available for every photographic 
purpose. For miniature and motion-picture 


5. Inferior vena cava partially exposed. 
Duodenum (A), head of pancreas (B), 
partially mobilized. Anomalous right 
hepatic artery (C) hides portal vein. 


8. Portal vein seen beneath common 
duct (blue green). Hepatic artery dis- 
sected free and reflected downward. 


11. Anterior row of anastomoses 
completed. Bulldog clamp occludes 
portal vein in hepatic side; large 
Blakemore clamp occludes portal vein. 


Order Kodak x-ray products from your Kodak x-ray dealer, 
Kodak photographic products from your Kodak photographic dealer. 


Medical Division, EASTMAN KODAK COMPANY, Rochester 4, N.Y. 


6. Common duct (A), duodenum (B), 
gallbladder (C), anomalous hepatic 
artery 
inferior vena cava are visible. 


between common duct and 


9. Portal vein now dissected. Note 
its enormous size. Hepatic artery dis- 
placed medially. 


12. Clamps removed. Anastomoses 
filled out, blood is coursing through. 
Final portal pressure was recorded at 
10 cm. of saline. 


cameras, there is Kodachrome Film: for 
sheet-film cameras—Kodak Ektachrome 
Film and Kodak Ektacolor Film; for roll- 
film and miniature cameras—Kodak 
Ektachrome Film and Kodacolor Film. 
Also a variety of Kodak color print 
materials is available. 
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Now...the only with extra-broad spectrum benefits:— | 
Ny st atin ombin ati on action at 

range action...sustained peak activity... | 
with extra-active extra-day security against resurgence of 
: DECLOMYCIN® primary infection or secondary invasion. 


Demethylichlortetracycline 


SSE 
Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@ga> 
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THE FACTS ABOUT MER/29 


MER / 29) reduces total body cholesterol 


in 8 out of 10 
—and these are the patients 


Mh most likely to benefit 


your patient with high cholesterol levels... 


MER/29 reduces both serum and tissue cholesterol, irrespective of diet.’ 
a In 463 patients, the mean cholesterol was reduced from 324 mg.% to 
' 253 mg.% — an average decrease of 71 mg.%.’* 


i your patient with angina pectoris... 


concurrent benefits have been reported in some patients receiving 
MER/29. These include decreased incidence and severity of attacks, 
improved ECG patterns, diminished nitroglycerin requirements, and 
increased sense of well-being.’*** 


your patient with postmyocardial infarction... 


while more time is needed to determine the over-all prognostic signifi- 
cance, it has been observed that MER/29 “... reduced morbidity and 
mortality rates below those of control series during the first year follow- 
ing coronary thrombosis.” 


your patient with generalized atherosclerosis... 


| atherosclerosis “... has been shown to afflict about 77% of American 
% males as early as in the 20-to-30 age range.”” With MER/29 you have 
2 a new, well-tolerated means of lowering cholesterol — which has been 


999 


considered “... the sine qua non of the atheromatous lesion. 
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compatible with other cardiovascular therapies: MER/29 can be used along 
with other measures to control anxiety, hypertension, obesity, and other conditions 
associated with cardiovascular disorders. These include anticoagulants, nitro- 
glycerin, and PETN. 


safety data: Patients have now been treated with MER/29 for relatively long and 
continuous periods. In no case has there been evidence of serious toxic effects on 
the function of any vital organ or system. However, since long-term MER/29 
therapy may be necessary, periodic examinations, including liver-function tests, 
are desirable. Side effects (nausea, headache, dermatitis) are rare and have usually 
been associated with dosages greater than those recommended for effective therapy. 


contraindication: Pregnancy. Since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the fetus, the drug 
should not be administered during pregnancy. 
supplied: Bottles of 30 pearl gray capsules. 
.. the first cholesterol-lowering agent to inhibit the formation of excess 


cholesterol within the body, reducing both tissue and serum cholesterol 


.no demonstrable interference with other vital biochemical. processes 
reported to date 


. convenient dosage: one 250 mg. capsule daily before breakfast 


. toleration and absence of toxicity established by 2 years of clinical 
investigation 


MER/29 


(triparanol ) 


References: 1. Hollander, W., and Chobanian, A. V.: Boston M. Quart. 10:37 (June) 1959. 
2. Oaks, W., and Lisan, P.: Fed. Proc. 18:428 (Mar.) 1959. 3. Oaks, W. W., et al.: 
A. M. A. Arch. Int. Med. 104:527 (Oct.) 1959. 4. Lisan, P.: Proceedings, Confetence on 
MER/29, Progr. Cardiovasc. Dis. 2:(Suppl.)618 (May) 1960. 5. Oaks, W. W.: Ibid., 
p. 612. 6. Hollander, W., et al.: Ibid., p. 637. 7. Halperin, M. H.: Ibid., p. 631. 8. Toro, J.: 
Ibid., p. 544. 9. Morrison, L. M.: J.A.M.A. 173:884 (June 25) 1960. 
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contain 
upper 
respiratory 
infection 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


a inner fast decongestion 


prot e ct ion Triaminic®, 25 mg., three active components stop running noses. 
k Relief starts in minutes, lasts for hours. 
with... 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 

minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY : Lincoln, Nebraska 


a division of The Wander Company 


A-106 POSTGRADUATE MEDICINE 


3 3 
“ 
. 
* 
: Pad 
| 
: 
: 


Phiinabhen with Codeine | 
intensified codcine effects with 
controkefiadverse reactions. 
Tt renders unnecessary (or postpones) 3 | 
the use cf morphine or sddicting 
synthetic narcotics, even in ; 


cases of late cancer. 


Three Strengths — 


PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 


PHENAPHEN NO. 3 
Phenaphen with Codeine Phosphate 4 gr. (32.4 mg.) 


PHENAPHEN NO. 4 
Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 


Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 


Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


PHENAPHEN CODEINE 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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YOUR FINANCES 


FINANCIAL PLANNING 
FOR THE MEDICAL PRACTITIONER 


Just as P. T. Barnum’s sign 
““‘THIS WAY TO THE EGRESS”... 


led an unsuspecting public out of the exhibition hall, 
many investors, by following equally confusing signs, 
are easing themselves out of the profits their surplus 
funds should be earning. 

Guideposts to building a secure financial future are 
many, however, and many of these will be discussed 
in a highly informative series of articles starting with 
the January 1961 issue of PosSTGRADUATE MEDICINE. 


Written clearly and concisely, they will be practical 
as well as interesting. 


SOME SAMPLE TITLES: 
**Setting Up a Portfolio’ 
to Evaluate Common Stocks’’ 
‘‘Guaranteed Income Without Risks’’ 


You may participate by submitting general questions 
on finance and investments. 

Look for the first of this series, ‘Your Finances,” 
in the January issue of POSTGRADUATE MEDICINE. 
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for prompt 
control 

of urinary tract 
infections 


Urobiotic? 


Cosa-Terr yci 


Capsules 


Science 
for the world’s 
well-being™ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


December 1960 


Urobiotic Capsules provide control of urinary in- 
fections through effective Terramycin and sulfa- 
methizole concentrations in the blood and urine, 
plus the prompt analgesic effect of phenylazo- 
diamino-pyridine upon the inflamed mucosa. Each 
Urobiotic Capsule contains 125 mg. Cosa-Terra- 
mycin (oxytetracycline with glucosamine) , 250 mg. 
sulfamethizole, and 50 mg. phenylazo-diamino- 
pyridine HCl. 


INDICATIONS: Urobiotic is indicated in the 
treatment of a number of common genitourinary 
infections caused by susceptible organisms. It may 
also be used prophylactically before and after 
genitourinary or pelvic surgery, following instru- 
mentation procedures, during the use of retention 
catheters, and in patients with conditions such as 
cord bladder or cystocele. 


DOSAGE: In adults, a dose of 1 or 2 capsules four 
times daily is suggested, depending upon the sever- 
ity and response of the infection. In children under 
100 Ibs., the suggested average dose is 1 capsule 
four times daily; in children under 60 Ibs., 1 cap- 
sule three times daily. Therapy should be continued 
for a minimum of 7 days or until bacteriologic cure. 


CONTRAINDICATIONS: Urobiotic may be 
contraindicated in patients with chronic glomeru- 
lonephritis, hepatitis, hepatic failure, uremia, and 
obstructive lesions of the urinary tract, and should 
not be used in patients sensitive to any of its 
components. 


PRECAUTIONS: The use of broad-spectrum 
antibiotics may in rare cases result in an over- 
growth of nonsusceptible organisms, such as moni- 
lia or staphylococci. Should such superinfection 
occur, therapy with Urobiotic should be discon- 
tinued and specific therapy instituted as shown by 
susceptibility testing. The usual precautions for sul- 
fonamide therapy should be followed when using 
Urobiotic. 


SUPPLY: Urobiotic capsules, yellow and grey with 
“Pfizer” imprint, bottles of 50. 


Detailed professional information is available on re- 
quest from Pfizer Laboratories Medical Department. 
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95% 
TRIDIHEXETHYL 
1ODIDE+ 
MEPROBAMATE 


85% 


TRIDIHEXETHYL 
lODIDEt 


90% 


METHANTHELINE 
BROMIDE 


61% 


ATROPINE SULFATE = 
48% 


86 PATIENTS 


PATHIBAMATE combines two highly effective and 
well-tolerated therapeutic agents: 
Meprobamate— widely accepted tranquilizer 
and 
PATHILON tridihexethy! chloride—antichol- 
inergic noted for its effect on motility and 
gastrointestinal secretion with few unwanted 
side effects. 


Contraindications: glaucoma, pyloric obstruction, and 
obstruction of the urinary bladder neck. 


Pathibamate 


81 PATIENTS 


PLACEBO 


62 PATIENTS PATIENTS 


Two available dosage strengths permit adjusting therapy 
to the G.I. disorder and degree of associated tension. 


Where a minimal meprobamate effect is preferred... 
PATHIBAMATE-200 Tablets: 200 mg. of meprobamate; 
25 mg. of PATHILON 
Where a full meprobamate effect is preferred... 
PATHIBAMATE-400 Tablets: 400 mg. of meprobamala 
25 mg. of PATHILON 


Dosage: Average oral adult dose is 1 tablet 
tid. at mealtime and 2 tablets at bedtime. 


meprobamate with PATHILON® tridihexethyl chloride Lederle 


proven 


in relieving tension... curbing hypermotility and excessive secretion in G. 1. disorders 


| 
| 
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toms, and gastric hypermotility. 


The efficacy of PATHIBAMATE has been confirmed 
clinically in duodenal ulcer, gastric ulcer, intestinal 
colic, spastic and irritable colon, ileitis, esophageal 
spasm, anxiety neurosis with gastrointestinal symp- 


proven safety 


rders 


Pictured are the results obtained with the PATHILON 
(tridihexethy! iodide) meprobamate combinationt ina 
double-blind study of 303 ulcer patients, extending over 
a period of 36 months.* They clearly demonstrate the 
efficacy of PATHIBAMATE in controlling the symptoms. 


6% 


TRIDIHEXETHYL | METHANTHELINE | SULFATE| PLACEBO 
MEPROBAMA IODIDET BROMIDE 
DRY MOUTH bal ee 5% 12% 46% 5% 
STOMATITIS 4 9 0% 28% 14% 0% 
VISUAL DISTURBANCES 0% 50% 34% 1% 
URINARY RETENTION 0% 18% 11% 1% 
DROWSINESS 0% 0% 0% 0% 
COMPLICATIONS 
SURGERY 
HEMORRHAGE 9% 3% 9% 10% 
| PERFORATION 0% 0% 6% 0% 
OPERATION 5% 5% 14% 2% 
23% 25% 17% 26% 
FEWER AND MILDER a 62% 52% 37% 24% 
SAME or MORE 15% 


*atwater, J. s., and Carson, J. M.: Therapeutic Principles In Management of Peptic Ulcer. Am. J. Digest. Dis. 4:1055 (Dee.) 1959. 


TPATHILON is now supplied as tridihexethyi chloride instead of the iodide, an advantage permitting wider use, since the latter could 
function tests. 


distort the results of certain thyroid 


40) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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mene Squeeze of modern diuretics 
mates excess fluids — but loss 
of potassium is unavoidable 


It must be replaced. 


READILY elixir 
ABSORBED (Potassium Gluconate, W-T) 


REMARKABLY 


WELL TOLERATED A tablespoonful of KAON Elixir twice daily (30 cc.) 


supplies the normal daily potassium requirement 


EXTREMELY (38.4 mEq.)—approximately equal to the elemental 
PALATABLE potassium in one fifth gallon of orange juice. One 
teaspoonful (5 cc) = 6.4 mEq. of K in 500 mg. KCl. 
AVOIDS 
UNCERTAINTIES OF 
WITH ADRENAL CORTICOID THERAPY, 
DANGERS OF KAON IS USEFUL IN PREVENTING 
INTRAVENOUS 
POTASSIUM POTASSIUM DEPLETION. 
References: W. J. Kolff, “Acute Renal Failure: Causes 
K and Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 
Peter Forsham, “Symposium on Adrenal 


WARREN-TEED — Therapy,” Metabolism, 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 


Yarmaceytic® 
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in arthritis and allied 


ince its anti-inflammatory properties 
yere first noted in Geigy labcratories 10° 
fears ago, time and experience have 
teadily fortified the position of 
‘Butazolidin a Jeadirg nonhormonal 
nti-arthritie agent. indicated in both 
chronic and acute forms of arthritis, 
utazolidin: is for its striking 
effectiveness in relieving pain, 
increasing Mobility and halting 


3utazolidin®, brand of phenylbutazone: 
ted: sugar-coated tablets of 109 mg. 
tazolidin® Aika: Orange and white ~ 
apsules containing Butazolidin 100 mg; 
ied aluminum hydroxide gel 100 mg; _ 
agnesium trisilicate 150 mg.; 
omatropine methylbromide 1.25 mg. 


162-60 
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Proved by a Decade of Experience 
Confirmed by 1700 Published Reports | 
Attested by World-Wide Usage 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 
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Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anziety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “‘seesaw”’ effects, Deprol’s 
smooth, balanced action lifts depression as it calms 


calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
rapidly and safely 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 


anxiety — both at the same time. 


depressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960: 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


e 
wattace LaBoRATORIES / Cranbury, N. J. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
8 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 
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in painful urinary infections 


PRECISE 
CONTROL 
BOTH 
PAIN AND 
PATHOGEN 


For the patient: FREEDOM FROM PAIN 


Pyridium relieves pain, burning, urgency 
and frequency in 30 minutes. Unlike 
fixed urinary.analgesic/antibacterial com- 
binations, Pyridium analgesia can be con- 
tinued as needed...stopped...or resumed 
if pain occurs. 


brand of phenylazo-diamino-pyridine HCI 
stops urinary pain in 80 minutes 


For the physician: FREEDOM OF CHOICE 


Freed from the restrictions of fixed anal- 
gesic/antibacterial combinations, the 
physician can choose the urinary antibac- 
terial most specific for the infection. In 
making your choice of antibacterial, con- 
sider Mandelamine.® 


MORRIS PLAINS, NJ. 


PY-GPO3 
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MORRIS PLAINS, NV. 


for urinary infections 


BACTERIAL 
CONTROL 
WITHOUT 
RESISTANT 


As resistance develops to more and more antibacterials, many 
physicians choose Mandelamine as their antibacterial of first 
choice in urinary infections. Mandelamine acts specifically in the 
urinary tract, and is effective against most urinary pathogens 
(including antibiotic-resistant Staph.). Resistant strains have 
not developed. Sensitization in any form has not occurred, even 


_ after prolonged use...and Mandelamine is economical, too. 


MANDELAMINE 


brand of methenamine mandelate 
the urine-specific antibacterial 
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B-P-RIB-BACK Blades are also 

available: RACK-PACK pack- 

ages or 6 Blades of a size in 

BARD-PARKER INC. rust-resistant wrappers. 
CONNECTICUT 


B-P- IT'S SHARP RACK PACK RIB BACK are trademarks 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


Each Kanulase tablet contains Dorase? 
320 units,combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS 


A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients ony 
digestive disorders 


SMITH-DORSEY * a division of The Wander Company * Lincoln, Nebraska 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE” 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 
One tablet three times a day. 


SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.p. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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Aristocort 


UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Triamcinolone LEDERLE 


OUTSTANUING FOR “SPECIAL-PURPOSE” THERAPY 
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unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.!:? 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates* have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.® 


Hollander' points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.” 


References: 1. Hollander, J.L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T.H.: Nebraska M. J. 44:377 ( Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 
1958. 


Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 


Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 
16 mg. (white). 
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Products by Therapy Indications 


PHARMACEUTICALS 


Analgesics and Narcotics 
Codeine— Merck 
Empirin—Burroughs Wellcome 
Empirin with Codeine—Burroughs Wellcome 
Migral—Burroughs Wellcome 
Percodan—Endo 
Phenaphen with Codeine—Robins .... 
Protamide—Sherman 
Rectalad-Migraine—Wampole 
Soma Compound—Wallace 


Soma Compound+Codeine—Wallace ... Facing A-73; A-73 


Antacids and Intestinal Adsorbents 
Titralac—Riker A-69 


Antiallergics 
Benadryl—Parke-Davis A-74-75 
Tacaryl—Mead Johnson A-158-159 


Antibiotics 
Cosa-Terramycin— Pfizer .......Faeing A-166-167 
Declomycin—Lederle_ .... A-87-88-89-90-91-92-93-94 
Declostatin—Lederle 
Ilosone—Lilly 
Panalba KM—Upjohn 


Anticholinergics 
Milpath— Wallace 
Pathibamate—Lederle 
Pro-Banthine with Dartal—Searle 


Anticoagulants 
Coumadin—Endo 


Anticonvulsants 


Dilantin—Parke-Davis ... 
Zarontin—Parke-Davis 


Antidepressants 
Deprol—Wallace 


Antidiarrheals 
Lomotil—Searle 


Anti-Inflammatories 
Rectalyt—-Doho 


Antipyretics 
Tylenol—McNeil 


Ataractics 
Mellaril—Sandoz 
Meprospan— Wallace 
Miltown—Wallace 


Cardiovascular Agents 
Diupres—Merck Sharp & Dohme 
Hygroton—Geigy 
MER/29—Merrell 
Mercuhydrin—Lakeside 
Metahydrin—-Lakeside 
Metamine—Leeming 

(Continued on page A-139) 


MULTI-FACETED 
CONTROL IN 


PARKINSONISM 


Lessens rigidity e Highly selective 
and tremor action 


b Energizes against Potent action 


*T 
Pharmacia. U.S. Patent N 
pending. 


fatigue, adynamia 
and akinesia 


An effective 
euphoriant 


Thoroughly com- 
patible with other 
antiparkinsonism 
medications 


Ane. 


& 
jo. 2,567,351. 


against sialorrhea 


Counteracts dia- 
phoresis, oculo- 
gyria and blephar- 
ospasm 


Well tolerated— 
even in presence of 
glaucoma 


Dosage: Usually 1 tablet (50 mg.) t.i.d.—When used in 
combination, dosage should be correspondingly reduced. 


Bibliography and file card 


available on request 
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A-113 
A-21 


[20-121 


A-l 


A-118 


In active people who won't take time to eat properly, MyADEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 

Each Myapec Capsule contains: vitamins: Vitamin Bx crystalline—5 mcg.; Vitamin Bs (riboflavin)—10 mg.; 
Vitamin Be (pyridoxine hydrochloride) —2 mg.; Vitamin B; mononitrate—10 mg.; Nicotinamide (niacinamide) — 
100 mg.; Vitamin C (ascorbic acid)—150 mg:; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 1,000 
units; Vitamin E (d-alpha-tocopheryl acetate concentrate) —5 1.U. MINERALS: (as inorganic salts) lodine—0.15 mg.; 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick “bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 


not far behind. 


prescribe... 


high potency vitamin-mineral supplement 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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Calm the Nervous, Worrisome Elderly Patie: 


. without the hazard of cumulative toxicity... 


Milure 


all 

SBUTISOL —noncumulative—‘“is destro rapidly in the body . . . not cont 
} indicated in the presence of renal disease .. . essentially nontom 
for the liver’*—is well suited to geriatrics. = 

BUTISOL does n the “confusion and disorientation’? frequenff 

| with the use of phenobarbital in the aged. g 
SBUTISOL “provided the highest rating (therapeutic index) of sedati on 
studied for control of if auxiaty and insomnia by daytime oye , 

a 5-year study’, because it showed the lowest 

effects and least likelihood of cumulative toxicity. End 

BUTISOL Sodium® Tablets Repeat-Action Tablets Elixir Capsules Thong 


A.M.A. Council on Drugs: New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 363. 
Friend, D. G., and Hamiin, J. T. 111: in Modell, W.: Drugs of Choice 1960-1961, St. Louis, The C. V. Mosby Company, 1960, pp. 270-271. 
Batterman, R. C., et al.: Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (Oct.) 1959. 


flatule: 
Kanul 


riatri 
Butisc 


Gevre: 
Tofrar 


| 


CNEIL LABORATORIES, INC. Philadelphia 32, Pa. 


Miluretic— Wallace Gynecologic and Obstetric Medications 
Moderil—Pfizer Bonine—Pfizer 


Pentritol—Armour 
Quinidine Sulfate—Davies, Rose 4 


Raudixin—Squibb Milprem—Wallace 


Natalins—Mead Johnson 
Serpasil—Ciba Norlutin—Parke-Davis 


Serpasil-A presoline—Ciba Pre-Mens—Purdue Frederick 
Serpasil-Esidrix—Ciba Trib—Roche 


Jermatologic Preparations 

Acne Cream—Desitin 
Caldesene—Maltbie Hematinics 
Decaspray—Merck Sharp & Dohme Iberol—Abbott 
Lida-Mantle—Dome Pronemia—Lederle 
Selsun—A bbott i Roetinic—Roerig 
Vad—Walker 


Hormones and Steroids 


Diagnostic Aids Aristocort—Lederle 


Combistix—Ames 

FI-Test—Hyland 

Hypaque—Winthrop Immunizing Agents 
Immunologic Agents—Lederle 


Enduron—Abbott A-99-100-101-102 ; i 
Fsidrix-K—Ciba Laxatives, Enemas and Deconstipants 


A-114-175 Doxidan—Lloyd 

Enema—Fleet 
latulence Therapy Peri-Colace—Mead Johnson .... 
Kanulase—Smith-Dorsey .... - Senokot—Purdue Frederick .. 


riatric Preparations 
Butisol__McNeil Motion Sickness Therapy 


Gevrestin—Lederle 139. Antivert—Roerig 
Tofranil—Geigy : (Continued on page A-140) 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone 


GEVRESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. ¢ Methyl 50 mg. ¢ I-Lysine Monohydrochioride 25 mg. © Vitamin E 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. ¢ Vitamin (Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. « 
A (Acetate) 5,000 U.S.P. Units « Vitamin D 500 U.S.P. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
Vitamin By. with AUTRINIC® Intrinsic Factor ero 1/15 (as Kl) 0.1 mg. © Calcium (as CaHPO,) 35 mg. © Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. ¢ Ribo- CaHPO,) 27 mg. « Fluorine (as CaF,) 0.1 mg. © Copper (as CuO) 
flavin (Bz) 5 mg. * Niacinamide 15 mg. © Pyridoxine HCI (B,) 1 mg. © Potassium (as K,S0,) 5 mg. © Manganese (as Mn0,) 
0.5 mg. © Calcium Pantothenate 5 mg. © Choline Bitartrate 1 mg. ¢ Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 1 mg. Boron 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as Na,B,07.10H,0) 0.1 mg. Bottles of 100, 1000. 
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Products by Therapy Indications—Continued 


Musculoskeletal Disorders 


A-152-153 
Ophthalmic Medications 
Cortisporin—Burroughs Wellcome ................ A-27 
Reducing Aids 
Biphetamine—Strasenburgh ...................... A-38 
Ionamin—Strasenburgh A-39 
Metrecal—Mead Johnson ......................... A-22-23 
Respiratory Medications 
Ambenyl—Parke-Davis ......................... A-154-155 
Biosynephrine—Winthrop ........................ A-2 
Coplexen—Smith Kline & French ................ A-118 
Novahistine—Pitman-Moore ...................... A-10 
Rynatan—Irwin, Neisler ......................... A-142 
A-17-106 
Tussaminic Expectorant—Smith-Dorsey .......... A-164-165 


Ursinus—Smith-Dorsey .................... A-66-67 
Sedatives and Hypnotics 

Noludar—Roche .......... .. A-115 
Tonics and Digestants 

Donnazyme—Robins .... A-55 


Urinary Anti-Infectives 
Furadantin—Eaton ...... 


Mandelamine—Warner-Chilcott ................. 
Pyridium—Warmer-Chilcott ....................... A- 


V asopressors 
Aramine—Merck Sharp & Dohme .............. A-162-163 


Vitamins and Nutrients 


A45 
Deca-Vi-Sol—Mead Johnson ........ A-40; Facing A-40-4] 
A-137 
Poly-Vi-Sol—Mead Johnson .......... A-40; Facing A-40-4] 
Thera-Combex—Parke-Davis ...................... A-173 
Tri-Vi-Sol—Mead Johnson .......... A-40; Facing A-40-4] 
Vi-Sol—Mead Johnson .............. A-40; Facing A-40-4] 
DIETARY 
Bioflavonoidse—Sunkiet A-16 
Instant Milk—Carnation ........................... A-168 
Meat—American Meat A-146 
Salt Substitutes—Adolph’s .......................... A-118 


INSTRUMENTS AND EQUIPMENT 


Bassinet—National Cylinder Gas .................... A-118 
Heart Sound Recorder and Player—Sanborn ......... A-114 
Laboratory Flasks—Corning Glass .................. A-116 
Rib-Back Surgical Blades—Bard-Parker ............ A-124 


Viso-Cardiette—Sanborn A-54 


MISCELLANEOUS 


X-Ray and Photographic Supplies—Eastman 


PATIENT. _. 


Test CONTROL 


FI-TEST 


HYLAND LABORATORIES 
4501 Colorado Blvd. 

Los Angeles 39, Calif. 

160 Lockwood Ave., Yonkers, N. Y. 


RAPID SCREENING TEST FOR 


HYPOFIBRINOGENEMIA 


Test results at patient’s bedside — from skin punc- 
ture to reading—in less than 2 minutes. Only one 
drop of blood required. Test performed by simple, 
rapid-slide technic. 

FI-TEST indicates whether fibrinogen content 
is above or below 100 mg-%, the concentration 
considered critical. Easy-to-read results indicate 
promptly whether or not replacement fibrinogen 
is needed. (If reading shows a normal fibrinogen 
level, needless replacement therapy may be 
avoided and the physician is alerted to seek 
another explanation for continued bleeding. ) 


Supplied in compact ready-to-use kits contain- 
ing complete materials for 6 determinations. 


*Trademark of Hyland Laboratories 
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or more. MORE THOROUGH RELIEF— permits 
‘Sleep through the night. RARELY CONSTIPATES 


5 tropine terephthalate, 
mg. caffeine. 


available — for’ greater flexibility in dosage PER 
PERCODAN formula with one-half the 


ENDO 
Richmond Hill 18, New Yc 


d Homatropine, plus APC 


=~ OURABOND \ _ 


IN COLDS, SINUSITIS, RHINITIS 


Ryn ata N) promises 


just two things: 
1. to thoroughly decongest *?°:4>%7 


2. with remarkable 
lack of drowsiness 


RYNATAN has more published clinical proof of effectiveness, 
safety and long action* than any other oral decongestant. 


1. Report on a New Repository Principle, Med. Sc. 3:376, 1958. 2. Steller, 
R. E.; DeMar, E. A., and Schwartz, F. R.: Indust. Med. & Surg. 28:362, 1959. 
3. Villanyi, L., and Stillwater, R. B.: E.E.N.T. Monthly 38:650, 1959. 4.Lawler, 
E. G., and Limperis, N. M.: Clin. Med. 5:1669, 1958. 5. Simon, D.: Clin. Med. 
Sept., 1960. 6. Sherwood, H., and Epstein, J.: New York J. Med. 60:1793, 
1960. 7. Kile, R. L.: Antibiotic Med. & Clin. Therap. 5:578, 1958. 


RYNATAN TABULES keep heads crystal clear for 10-12 hours with a single oral dose. 
Each tabule contains: Phenylephrine tannate, 25 mg.; Chlorpheniramine tannate, 8 mg.; Pyrila- 
mine tannate, 25 mg. Adults: 1 or 2 tabules each 12 hrs. Children: Each 12 hrs.—6-7 yrs. 4 
tabule; 8-11 yrs. 4-1 tabule; 12 yrs. and older 1-2 tabules. 


RYNATAN SUSPENSION ... the only long-acting liquid oral nasal decongestant for 
children. Each 5 cc. contains: Phenylephrine tannate, 5.0 mg.; Chlorpheniramine tannate, 
2.0 mg.; Pyrilamine tannate, 12.5 mg. Children: Each 12 hrs.—6 mos.-1 yr. 4 tsp.; 2-4 yrs. 
Y% tsp.; 5-7 yrs. 1 tsp.; 8-11 yrs. 2 tsp.; 12 yrs. and older 2-3 tsp. Adjust dosage as required. 


*All Rynatan-Rynatuss products employ 
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AND NOW...YOUR PATIENTS CAN HAVE ALL THE 
BENEFITS OF RYNATAN PLUS COUGH CONTROL, IN 


relieves not only the cough... but clears 
the entire breathing apparatus all-day 
or all-night with a single oral dose* 


action: Rynatuss provides— 


e an effective antitussive to inhibit nonproductive cough. It is non- 
narcotic, thus does not possess the depressive, constipating or habitua- 
ting properties inherent in such antitussive agents as codeine. However, 
experimental tests have shown that the antitussive in Rynatuss is 14 
times as active as codeine in controlling the cough reflex. 


® a superior antihistamine to reduce bronchial secretion and to counter- 
act allergic reactions. 


® a potent vasoconstrictor to decongest mucous membrane and alle- 
viate postnasal drip. 


® a reliable bronchodilator to aid in the removal of accumulated se- 
cretions. 


indications: 
Coughs, mild or severe, acute or chronic, in head or chest congestion, 
colds, sinusitis, bronchitis. 


RYNATUSS TABULES. Each tabule contains: Carbetapentane tannate (non-narcotic), 
60 mg.; Chlorpheniramine tannate, 5 mg.; Ephedrine tannate, 10 mg.; and Phenylephrine tan- 
nate, 10 mg. Adults: 1 to 2 tabules each 12 hours. Children: 2 to 6 years old 4% tabule each 
12 hours; 6-12 yrs. 1 tabule each 12 hours. 


RYNATUSS SUSPENSION. Each 5 cc. contains: Carbetapentane tannate, 30 mg.; Chlor- 
pheniramine tannate, 4 mg.; Ephedrine tannate, 5 mg.; and Phenylephrine tannate, 5 mg. 
Children under 6 years old 4. to % tsp. twice daily; 6 years or older 1 or 2 tsp. twice daily. 


® 
D U R A B O N D, the only long-acting principle proven by radioactive tracer 


studies in human blood levels. (Bogner, R. L., and Moses, C.: Evaluation of a Sustained 
Release Principle in Human Subjects Utilizing Radioactive Technique, to be published, 1960.) 


IRWIN, NEISLER &€ CO. e DECATUR, ILLINOIS 
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hree major criteria for an 
effective laxative have been | 
established 


1. freedom from griping or other irritating side effects | 
2. clinically proven effectiveness 


3. predictable action 


*Results of a survey of over 1,000 physicians conducted by the Bureau of © 
Research, Inc., 555 W. Jackson Blvd., Chicago 6, Illinois (April, 1960). 
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Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


PERECOLACE 


cts 


on 


au of 


1960). 


meets physicians criteria 
for an effective laxative 


With Peri-Colace “‘...side effects such as griping are reduced to a minimum.” 


Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl sodium 
sulfosuccinate) “...gave satisfactory results in 97 per cent of the cases 
[130 hospitalized patients].’” 


Experience in practice has shown the unusual dependability of Peri-Colace.' 
It promptly, yet gently, induces bowel evacuation within 8 to 12 hours in most 
patients. 


References: (1) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. (2) Lamphier, T. A.: 
Am. J. Proctol. 8:442-444 (Dec.) 1957. (3) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: 
M. Times 86 :1521-1526 (Dec.) 1958. (4) Turell, R.: Curr. M. Dig. 26:61-69 (Feb.) 1959. 


Mead Johnson 


Symbol of service in medicine 
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Can you remember when “fat” was an ear 
mark of blue ribbon hogs, steers and lambs? 


Today, after years of breeding and feeding 
techniques, through the teamwork of farmers, 


‘pe agricultural scientists and meat processors, 
A Se ventifre firm meat-type animals have been developed. 
Meat type animals, more lean meat and less 


Dev Z lopm ent fat, comply with medical diet requirements. 
Roasts, chops and steaks, offered at meat 
counters are leaner, closer trimmed, from meat 
type animals, bred and fed for a higher 


quality protein ratio. 


MEAT TYPE FAT TYPE 


A Great Advance in Animal Agriculture! 


The nutritional statements made in this advertisement have been 
reviewed by the Council on Foods and Nutrition of the American 
Medical Association and found consistent with current authoritative 
medical opinion. 


caps 
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AMERICAN | MEAT | INSTITUTE Fecop 


tide 2 


tal ir 
MAIN OFFICE, CHICAGO MEMBERS THROUGHOUT THE NATION — 
Coppe: 
Yanga 
Pot 
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..a substantial nutritional basis for normal daily activity in 
e normal patient. GEVRAL 1s an effective, once-a-day 
upplement for the entire family—13 vitamins, 11 minerals. 


capsule contains: Vitamin A 5,000 U.S.P. Units © Vita- 
2D 500 U.S.P. Units * Vitamin Bis with AUTRINIC® 
tinsic Factor Concentrate 1/15 U.S.P. Oral Unit ¢ Thi- 
me Mononitrate (Bi) 5 mg. ¢ Riboflavin (Bz) 5 mg. 
Niacinamide 15 mg. © Pyridoxine HCl (Bs) 0.5 mg. 
@ Pantothenate 5 mg. * Choline Bitartrate 50 mg. © 
mitol 50 mg. © Ascorbic Acid (C) 50 mg. ¢ Vitamin E 
tocophery! acetates) 10 1. U. 1-Lysine Monohydro- 
wide 25 mg. ¢ Rutin 25 mg. © Ferrous Fumarate (Ele- 
tal iron, 10 mg.) 30.4 mg. ¢ lodine (as KI) 0.1 mg. 
Calcium (as CaHPOs) 145 mg. © Phosphorus (as 
HPO;) 110 mg. © Boron (as Na2BsO;.10H2O) 0.1 mg. 
Copper (as CuO) 1 mg. © Fluorine (as CaF2) 0.1 mg. 
Yanganese (as MnOz) 1 mg. ¢ Magnesium (as MgO) 1 
* Potassium (as KeSO.) 5 mg. ¢ Zinc (as ZnO) 0.5 meg. 


CAPSULES 


IDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E Lederte} 
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in progesterone deficiency states... 


NORLUTIN 


(norethindrone, Parke-Davis) 


potent oral progestational agent 


Oral therapy for “...a prompt and strong progestational effect 
on the human endometrium....”* 


In gynecologic and obstetric disorders associated with progesterone 
deficiency, clinically desirable results can often be obtained with 
small oral doses of NORLUTIN. This orally administered agent is 
comparable in physiologic effect to parenterally administered 
progesterone. NORLUTIN thus provides effective therapy by mouth 

—a route of administration that secures patient cooperation 

and helps to assure an uninterrupted regimen. 


indications: Conditions involving deficiency of progesterone, such as amenorrhea 
+ menstrual irregularity - functional uterine bleeding - endocrine infertility 

- habitual abortion - threatened abortion - premenstrual tension - dysmenorrhea 
supplied: 5-mg. scored tablets, bottles of 30. 
*Rock, J.; Garcia, C.-R., & Pincus, G.: Am. J. Obst. & Gynec. 79:758, 1960. 
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PARKE.DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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After a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurring states of 
anxiety. To relieve these symptoms for this busy, on-the-go 
housewife, he prescribes Meprospan-400, the only 
meprobamate in sustained-release form. 


Calm and relaxed, the patient is no longer upset by the 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


* 


Peacefully asleep, the patient enjoys beneficial rest .. . 

Meprospan-400 has relieved the tensions that previously 

ak prevented sleep or kept her tossing and turning throughout 
the night. 


CMC 3356 


As directed, the patient takes one Meprospan-400 capsule 
at breakfast. Her symptoms of tension and nervousness are 
soon relieved, and she will not have to remember to take 
another capsule until dinnertime. 


Alert and attentive, the patient participates in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not — 
decrease her mental efficiency or interfere with her normal 

activities or behavior. 


most widely prescribed tranquilizer . . . 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, one capsule with 
evening meal lasts all night. Supplied: Meprospan-400, each blue- 
topped sustained-release capsule contains 400 mg. Miltown. Also 
available: Meprospan-200, each yellow-topped sustained-release capsule 
contains 200 mg. Miltown. For children: Capsules can be opened and 
the coated granules mixed with soft foods or liquids. 

Both potencies in bottles of 30. 


Samples and literature available on request. 
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The most profitable piece in your mailbox... 


Have you heard about the free booklet of financial 
tips specially edited for physicians? It’s designed 
to help you keep more of your income, to have the 
right number of dollars in the right places at the 
right times, and it’s called The MEDeconomist. 
Chances are it can help solve some of your money 
management problems! 


A doctor’s net income before taxes today is double 
or triple that of other college graduates. It’s even 
50% higher, on the average, than earnings of other 
business and professional men. But the independent 
practitioner has no company pensions, old age bene- 
fits, company-paid group insurance or permanent 
Social Security. He has no unemployment or dis- 
ability compensation, or salary continuance. And 
his higher income over a shorter time also means 
higher taxes. 


MUTUAL BENEFIT LIFE 


INSURANCE COMPANY, NEWARK, NEW JERSEY 


December 1960 


Distributed by Mutual Benefit Life, The MEDecon- 
omist keeps the doctor apprised of developments 
that affect his income and family. It provides hints 
and tips on solving many financial problems, and 
helps him to manage his money more profitably. Per- 
haps you will find the answer to one of your current 
financial problems in your first issue. 


Send this coupon for your free quarterly copy of 
The MEDeconomist. 


The Mutual Benefit Life Insurance Company 
Agency Dept. 612 
Newark 1, New Jersey 


1) Please send me The MEDeconomist, your free quarterly 
booklet, containing financial tips for the physician. 


0 1 would also like a free copy of a —— on the doctor's 
help keep more earn- 


ings and Create an “immediate 


NAME 


ADDRESS 


T.A. g 
1-400 
RS —— — — — —CLIP AND MAIL TODAY— — — — — -, 
% 
| | 
| 
ULES @ | | 
ae 
» with | | 
blue- 
Also 
ypsule | 
d and | | 
A-151 


relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 


POSTGRADUATE MEDICINE 


4 
¢ 
A-152 


stiffness and pain 


December 1960 


ati fyi Nn relief from stiffness and pain 


in 106-patient controlled study 
(as reported in ].A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s| 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


(CARISOPRODOL WALLACE) ~ 


i) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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BENYL EXPECTORANT quickly comforts the 
bughing patient because it is formulated to 
melieve all phases of cough due to upper 
piratory infections or allergies. Combining 
bodryl®—potent antihistaminic; Benadryl®— 
time-tested antihistaminic-antispasmodic; 
nd three well-recognized antitussive agents, 
BENYL EXPECTORANT: 
soothes irritation - quiets the cough reflex 
decongests nasal mucosa « facilitates expec- 
oration decreases bronchial spasm and 
astes good, too. 


for every phase cough... 
comprehensive relief 


EXPECTORANT 


Each fluidounce of AMBENYL EXPECTORANT © contains: 


Ambodryl® hydrochloride ............ 24 mg. 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride ............. 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate ........... Ye gr. 
Ammonium 8 gr. 
Potassium guaiacolsulfonate ........... 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children ¥2 to 1 teaspoonful. 27160 


«Exempt narcotic 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


PARKE -DAVIS 
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NEW 3-DIMENSIONAL SUPPORT 
FOR OLDER PATIENTS 


MOOD ELEVATION 
d-amphetamine 
COMPREHENSIVE APPROACH TO THREE BASIC PROBLEMS OF AGING 

A HELPS MAINTAIN NUTRITIONAL STATUS. Balanced nutritional support—25 vitamins 

and minerals—helps correct or prevent common deficiencies due to poor intake and 

failing appetites. 


A AIDS TISSUE TONE AND BONE METABOLISM. Androgen-estrogen supplement 
assists protein uptake and bone metabolism. Helps reduce or correct premature 
tissue atrophy, asthenia, osteoporosis. 


A RAISES ACTIVITY AND INTEREST LEVELS. Mild stimulation by d-amphetamine 


increases mental and physical activity— sustains alertness and dispels apathy, 
depression and psychogenic fatigue. 


EACH ORY- FILLED CAPSULE CONTAINS: Ethiny! Estradiol Ascorbate 50 mg. I-Lysine Monohydrochloride 25 mg. 
0.01 mg. + Methyl Testosterone 2.5 mg. « d-Amphetamine Sul- Vitamin E (Tocopherol Acid Succinate) 10 Int. Units +» Rutin 12.5 
fate 2.5 mg. « Vitamin A (Acetate) 5,000 U.S.P. Units + Vitamin D mg. « Ferrous Fumarate (Elemental iron 10 mg.) 30.4 mg. « 
500 U.S.P. Units « Vitamin Bie with AUTRINIC® Intrinsic Factor lodine (as Kl) 0.1 mg. « Calcium (as CaHPO«) 35 mg. « Phos- 
Concentrate 1/15 U.S.P. Unit (Oral) * Thiamine Mononitrate (B:) phorus (as CaHPOs) 27 mg. « Fluorine (as CaFe) 0.1 mg. « 
5 mg. « Riboflavin (Bz) 5 mg. « Niacinamide 15 mg. «+ Pyridoxine Copper (as Cu) 1 mg. » Potassium (as K2S04) 5 mg. » Manganese 
HC! (Bs) 0.5 mg. « Calcium Pantothenate 5 mg. « Choline Bitar- (as MnOz) 1 mg. « Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 
trate 25 mg. « Inositol 25 mg. « Ascorbic Acid (C) as Calcium 1 mg. + Boron (as NazB.07.10H20) 0.1 mz. 


BOTTLES OF 100, 1009. 


1 small consuls @ every morning 


Geriatric Vitamins Minerals-Hormones-d-Amphetamine Lederle 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 


Each sugar-coated ‘MIGRAL’ tablet provides: 
Ergotamine Tartrate 
brand Cyclizine Hydrochloride 
Caffeine 
In bottles of 20 and 100 tablets. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


December 1960 


| 
| 
| 
| 
| 
ng 
Dosage 
1 mg. 
25 mg. 
50 mg. 
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to meet the allergic attack ...with b.i.d. dosage 


METHDILAZINE HYDROCHLORIDE, MEAD JOHNSO 
inherently sustained action at the cellular level 


inherently sustained action 


Tacaryl possesses inherent long-acting properties. After rapid disappearance 
from the blood serum, Tacary] is bound to the tissues. This protective affinity 
for tissue provides a notably sustained effect which does not depend upon the 
use of artificial, long-acting construction. The sustained action is an inherent 
property of the molecule and lasts for periods up to 12 hours. 


rapid absorption—rapid relief 


Tacaryl is absorbed quickly to provide rapid relief of symptoms. This action 
is due to the rapid transport of Tacaryl from the blood stream to the tissues. 


low toxicity—minimal side effects 

In studies to date,! side effects were minimal; only in a small percentage of 
cases was mild drowsiness observed. Tolerance was not reported even after 
long usage. No cumulative effect has been observed. 


clinically proved ina wide range of allergic and pruritic conditions 
In a study of 459 patients! Tacary] provided effective symptomatic relief in 
a wide variety of conditions including allergic rhinitis, pruritus, various skin 
disorders, allergic bronchial asthma, pruritus of chickenpox and allergic con- 
junctivitis. In some cases, the relief of itching bordered on the dramatic.* 
In a double-blind clinical evaluation’ of various antihistaminic agents in 
hay fever, only Tacaryl provided benefits in all patients with moderate to 
severe symptoms. 


dosage: Adults: Tablets—One tablet (8 mg.) twice daily. Syrup—Two 5 cc. teaspoonfuls 
(8 mg.) twice daily. Children: Tablets—One-half tablet (4 mg.) twice daily. Syrup—One 
5 cc. teaspoonful (4 mg.) twice daily 

In some patients it may be desirable to adjust the dosage to meet individual requirements. 
supplied: Scored tablets, 8 mg., bottles of 100. Syrup, 4 mg. per 5 cc. tsp., 16 oz. bottles, 


references: (1) Clinical Research Division, Mead Johnson & Company. (2) Howell, C. M., Jr.: 
Evaluation of Methdilazine as an Antipruritic Agent, North Carolina M. J. 27 (May) 1960 (in press). 
(3) Wahner, H. W., and Peters, C. A.: An Evaluation of Some Newer Antihistaminic Drugs Against 
Pollinosis, Proc. Staff Meet. Mayo Clin, 35:161-169 (March 30) 1960. 


Mead Johnson 


Symbol of service in medicine 
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Effective against more than 30 
of the commonly encountered 
pathogens, including staph 

and strep, Panalba KM assures 
you of prompt control in 
potentially-serious pediatric 
infections. Panalba KM makes 

a pleasant-tasting, readily 
accepted suspension. 


When sufficient water is 
added to fill the bottle to 

a total volume of 40 cc. (or 
60 cc.) and the contents 
shaken, each 5 cc. 

(one teaspoonful) contains: 


Panmycin (tetracycline) equivalent to 


tetracycline hydrochloride. .... . 125 mg. 
Albamycin (as novobiocin calcium) 62.5 mg. 
Potassium Metaphosphate ....... 100 mg. 


Supplied: In 40 cc. and 60 cc. 
bottles. 


“TRADEMARK, REG. U. S. PAT. OFF. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


in potentially- 
serious pediatric 
infections, 
make 


PANMYCIN® PLUS ALBAMYCIN® 
WITH POTASSIUM METAPHOSPHATE (KM) 


your broad-spectrum 
antibiotic 
of first resort 
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A LEADER IN 


IMMUNOLOGIC 
AGENTS 


ANTIRABIES SERUM 
RABIES VACCINE 
BOTULISM ANTITOXIN 
CATARRHALIS VACCINES 
CHOLERA VACCINE 


DIPHTHERIA-TETANUS 
TOXOIDS 


GAS GANGRENE 
ANTITOXIN POLYVALENT 


INFLUENZA VIRUS 
VACCINE POLYVALENT 


MUMPS VACCINE 
PERTUSSIS VACCINE 


POLIOMYELITIS 
IMMUNE GLOBULIN 


ROCKY MOUNTAIN 
SPOTTED FEVER VACCINE 


SMALLPOX VACCINE, 
AVIANIZED* CHICK 
EMBRYO ORIGIN 


STAPHYLOCOCCUS TOXOID 
TETANUS ANTITOXIN 


TETANUS-GAS 
GANGRENE ANTITOXIN 


TETANUS TOXOIDS 


TRI-IMMUNOL* 
Diphtheria-Tetanus Toxoids 
and Pertussis Vaccine 


TYPHOID-PARATYPHOID 
VACCINE 


TYPHUS VACCINE 
POLLIGENS® 


(Eastern and Western) 
Pollen Antigens 

MIXED GRASSES & 
COMBINED RAGWEED 
Pollen Antigens 
ALLERGENIC PROTEIN 
EXTRACT Dust (House) 


*Trademark 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 


December 1969 
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mQo) MERCK SHARP & DOHME = Division of Merck & Co., Inc., West Point, Pa. 


for optimal pressor response in 


—whatever the clinical situation 


INJECTION 


ARAMINE 


METARAMINOL 


offers a choice of routes... 


IN GRAVE EMERGENCIES 

® ready as quickly as a syringe can be filled—no need to take the 
time required to start an infusion 

* pressor effect in 1 or 2 minutes after direct intravenous injection 


IN LESS GRAVE EMERGENCIES 
™ therapy can be initiated subcutaneously, intramuscularly, or by 
intravenous infusion 

No sloughing or tissue necrosis reported when injected into pre- 
ferred veins of arm 

Easier maintenance of blood pressure at a constant level—fewer 
abrupt and excessive responses 

Balanced vasopressor, myocardium-stimulating effect 


Supplied: in 1-cc. ampuls and 10-cc. vials (10 mg. per cc. present as the bitartrate). 
J.A.M.A. 170:1647 (Aug. 1) 1959 J.A.M.A. 172:154 (Jan. 9) 1960 
J.A.M.A. 171:1868 (Nov. 28)1959 Lancet 2:365-368 (Sept. 19) 1959 
Additional information on ARAMINE is available to the physician on request. 
ARAMINE is a trademark of Merck & Co., INC. 
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iN THEORY: 
PHARMACOLOGIC ANTAGON (SM 


a central depressant and a stimulant ¢xpectorant 


IN THEORY: 
PHARMACOLOGIC ANTAGON/SM 


an expectorant and a decongestant 
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“act at different levels of the respiratory t 
=e A NEW AND BETTER RESOLUTION OF THE COUGH PARADOX * 
= 


What is the best way to treat a severe, pro- 
tracted, or stubborn cough? 


Many physicians prescribe a central cough 
suppressant, together with an expectorant 
and a nasal decongestant. 


Prescribe pharmacologic antagonists? At 
first glance it may seem absurd to attempt 
to increase respiratory fluid and stimulate 
productive coughing, while simultaneously 
drying up secretions and depressing the 
cough reflex. A paradox? 


NEW TUSSAMINIC EXPECTORANT com- 
bines three such agents, working together 
at different levels of the respiratory tree, 
to produce a beneficial result. . . 


COUGH SUPPRESSANT dihydrocodeinone — 
pharmacologically more active than 
codeine, but with less tendency to cause 
constipation, nausea, and drowsiness. In 
the dosage employed, it does not abolish 
cough reflexes, but merely raises the thresh- 
old of the medullary cough center. As a 
result, a minor irritative stimulus is unlikely 
to trigger a chain of coughing. 


EXPECTORANT glyceryl guaiacolate — ca- 
pable of increasing respiratory tract fluid 
200% , and free from the side effects of the 
iodides. It loosens and liquefies thick, irri- 
tating mucus, helping remove a major 
source of irritation to the lower bronchial 
mucosa, making the cough more productive. 


DECONGESTANT TRIAMINIC — provides 
complementary action. Postnasal drip often 
precipitates the cough. TRIAMINIC stops 
postnasal drip irritating to the sensitive 
pharyngeal and laryngeal membranes. . . . 
Paradox of the pharmacologic antagonists 
resolved, 


Only NEW TUSSAMINIC EXPECTORANT 
provides this complementary and effective 
combination of dihydrocodeinone, glyceryl 
guaiacolate, and TRIAMINIC. 
(It’s colorful; it’s mint-flavored; 
your patients will like it.) 
Each tsp.(5 ml.) of Tussaminic Expectorant provides: 


DIHYDROCODEINONE BITARTRATE . 1.67 mg. 
(Warning: May be habit forming) 

TRIAMINIC® . . « 
(phenylpropenclamine HCI « 
pheniramine maleate . . . . 6.25 mg. 
pyrilamine maleate . . . . . 6.25 mg.) 


GLYCERYL GUAIACOLATE . . . 100mg. 
CHLOROFORM. .. . — 13.5 mg. 
Alcohol . . . « 


Dosage: (to be otulebamed every 4 hours) 
Adults — 2 tsp.; Children 6 to 12 — 1 tsp. 


Supplied: Bottles of 1 pint. 


XPECTORANT 


SMITH-DORSEY :® a division of The Wander Company 
Lincoln, Nebraska 
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now—two FILIBON formulas 


for individualized pre- and postnatal support 


two formulations — both phosphorus-free, both with 
noninhibitory intrinsic factor and well-tolerated iron— 
providing greater flexibility in meeting individual 
requirements in pregnancy and lactation. 


you can recommend: 


FILIBON® Capsules 


Prenatal Supplement Lederle 


Each capsule contains: 


Vitamin A (acetate) .........0.-- 4,000 U.S.P. Units 
Thiamine Mononitrate (Bi) ..--....--+ee00% 3 mg. 
Vitamin By with AUTRINC® Intrinsic 

Factor Concentrate ......+..--+ % N.F. Oral Unit 
Ascorbic Acid (C) (as Calcium Ascorbate) ...- 50 mg. 
Vitamin K (Menadione) ......-.-cessecoee 0.5 mg. 
Ferrous Fumarate (Elemental iron, 30 mg.) .- 91.2 mg. 
Fluorine (as Cake) 0.015 mg. 
Copper (as CuO) 0.15 mg. 
Potessiom (as 0.835 mg. 
Manganese (as 0.05 mg. 
Magnesium (as MgO) ......eccccccccsees 0.15 mg. 
Molybdenum (as NazMoO,.2H:0) ....-.... 0.025 mg. 
Zine Cae Za) 0.085 mg. 
Calcium Carbonate 575 mg. 


or you can prescribe: 


FILIBON” F. A, Capsules 


Prenatal Supplement with Folic Acid Lederle 


The complete FILIBON formula, 
plus 1 mg. of Folie Acid, essential 
for the prevention of the common 
megaloblastic anemias of pregnancy. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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count on it 


dependable perft 
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today’s oral form of Terramycin | 
Cosa-Terramycin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE 


assuring dependable, 
broad antibiotic 
usefulness with 
excellent 

toleration 


Science 
for the world’s 
well-being™ 


Pfizer 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


\ 
IN BRIEF | 


~ 


Cosa-Terramycin provides oxytetracycline (Terramycin®) with | 


glucosamine for enhanced absorption. The dependability of 4 
Cosa-Terramycin derives from the broad antimicrobial effec. — 


tiveness, excellent toleration, and low order of toxicity of oxy- 


tetracycline. Pharmacologically, it is characterized by high | 


tissue penetration, low-serum binding, and rapidly attained high 
urinary concentration. 


INDICATIONS: Because oxytetracycline is effective against both 
gram-positive and gram-negative bacteria, rickettsiae, spiro- 
chetes, large viruses, and certain parasites (amebae, pinworms), 
Cosa-Terramycin is indicated in a great variety of infections 
due to susceptible organisms, e.g., infections of the respiratory, 
gastrointestinal, and genitourinary tracts, surgical and soft-tissue 
infections, ophthalmic and otic infections, and many others. 


ADMINISTRATION AND DOSAGE: Adults: 1 Gm. of oxytetracycline 
daily in four divided doses is usually effective. In severe infec- 
tions, a larger dosage (2-4 Gm. daily) may be indicated. Infants 
and children: 10-20 mg. of oxytetracycline per Ib. of body 
weight daily. Certain diseases are treated in courses. 


For intramuscular therapy: Adults: Terramycin Intramuscular 
Solution (200-300 mg. daily) should be adequate for most 
mild and moderately severe infections. In severe infections, 
300-500 mg. daily may be necessary. Infants and children, pro- 
portionately less. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow over- 
growth of nonsusceptible organisms — particularly monilia and 
resistant staphylococci. If this occurs, discontinue medication 
and institute indicated supportive therapy and treatment with 
other appropriate antibiotics. Aluminum hydroxide gel has 
been shown to decrease antibiotic absorption and is therefore 
contraindicated. Glossitis and allergic reactions are rare. There 
are no known contraindications to glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 mg. and 125 mg. 
Terramycin is also available in: Cosa-Terrabon® Oral Suspen- 
sion, a palatable preconstituted aqueous suspension containing 
125 mg. per 5 cc. teaspoonful, bottles of 2 oz. and 1 pint; 
Cosa-Terrabon® Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently preconstituted, in the new 
10 cc. multi-dose vial, 50 mg. per cc., and in 2 cc. prescored glass 
ampules, containing 100 mg. or 250 mg., packages of 5 and 
100. In addition, a variety of other systemic and local dosage 
forms are available to meet specific therapeutic requirements. 


More detailed professional information available on request. 


| 
| 
| | 
Se | 
| 
e | 
| 


AS IN THIS CASE:' 
body Fundus of 62-year-old 
female who has had 
severe hypertension for 


= many years. Photo shows ef- 
ons, fect of pressure at a-v crossings 
pro- and various types of hemorrhage. 
m= When you see eyeground changes like 
this — with such hypertensive symptoms as 
ver- dizziness and headache—your patient is a can- 
and didate for Serpasil-Apresoline. With this com- 
tion bination the antihypertensive action of Serpasil 
with complements that of Apresoline to bring blood 
pressure down to near-normal levels in many 


cases. Side effects can be reduced to a mini- 
mum, since Apresoline is effective in lower 


pressure 
must 
ce: | come down 


dosage when given 
7 with Serpasil. 
= ‘‘Hydralazine [Apres- 
oline] in daily doses of 
300 mg. or less, when com- 
bined with reserpine, produced 
a significant hypotensive effect in 
a large majority of our patients with fixed 
hypertension of over three years’ duration.'’2 


Complete information sent on request. 


supp.iep: Tablets #2 (standard-strength), each containing 
0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
Tablets #1 (half-strength), each containing 0.1 mg. Ser- 
pasil and 25 mg. Apresoline hydrochloride. 2/2832 MK 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 
2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., 
and Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


> 


| Serpasil-Apresoline 


rochloride 
(reserpine and hydralazine hydrochloride cisa) 


Rx New SER-AP-ES"™ to simplify therapy of complicated hypertension 

SER-AP-ES Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline hydrochloride, 

15 mg. Esidrix / SERPASIL® (reserpine cipa) / APRESOLINE® hydrochloride (hydralazine 
hydrochloride cipa) / ESIDRIX® (hydrochlorothiazide ciBa) 


SUMMIT, N. J 


December 1960 
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-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food 
costs—one or more often play a part in con- 
tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 
cium, protein, and B-vitamins than ordinary 


nonfat milk, Because your patients can add 
this additional amount, 
they get needed nutrients 
—withaut excessive calo- 
ries. And its richer, more 
delicious flavor mixed 
over-strength is a natural 
way to extra nutrition 
they'll enjoy. Costs them ee 
only 12¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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TABLETS 


improved 


N EW...super-smooth coated tablets i 
...with rapid disintegration time 


Natalins’ tablets 


comprehensive vitamin-mineral support, pre- and post-natal 


FORMERLY NATALINS COMPREHENSIVE ; 


Developed and perfected by Mead Johnson research, the new super-smooth 
coating of Natalins tablets makes them even easier to swallow, even more 
appealing to your OB patients. And there is no interference with disintegration 
time —so important for assured vitamin protection. Natalins tablets provide 
generous amounts of iron, calcium. vitamin C. plus eight other significant 
vitamins for the increased needs of multiparas. _ 

Convenient one-tablet-a-day dosage...attractive new amber bottle 


...if you prefer a less comprehensive formulation 
Natalins® Basic tablets...four basic vitamins and minerals 


Mead Johnson 


Symbol of service in medicine 
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A U. S. Senator recently said, “In investi- 
gating the pharmaccutical industry, we are 
investigating and inquiring into an industry 
that has won and which deserves public ap- 
proval and confidence... It has been my 
judgment that the hearings to which I have 
referred, so far have been prejudiced and dis- 
torted.” To paraphrase a political saying... 


Let’s Look At The Record 
Drug Prices 


In relation to “real income,” drug prices have actually de- 
clined in recent years. At prevailing wages in 1929, it took 
91 minutes of working time to pay for the average pre- 
scription. Only 86 minutes of labor paid for the average 
prescription in 1958. As one economist put it, “If the retail 
prices of drugs had risen as much as the consumer price 
index since 1939, it would cost the consumer at least an 
additional one billion dollars to buy the drug preparations 
now consumed.” He goes on to compare the $19.02 per 
capita drug expenditure in 1958 with the $37.19 spent on 
tobacco products and $53.72 for alcoholic beverages.e When 
your patients inquire about the cost of medication, perhaps 
these facts will be helpful in explaining that today’s pre- 
scription, averaging about $3.00,is a relatively modest 
investment in better This message is brought to you in behalf of the pro- 
a ee longer, ducers of prescription drugs. For additional infor- 


mation, please write Pharmaceutical Manufacturers 


Association, 1411 K Street, N.W., Washington 5, D.C. 
more productive life. 
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a more 
cheerful today 


Desitin Acne Cream hides embar- 
rassing lesions so naturally, acne 
patients become more cheerful and 
confident. They can feel and see 
its gentle drying, peeling, healing 
effects. 


a more 
hopeful tomorrow 


Markedly reducing comedones and 
pustules,':2 by antibacterial action, 
by opening clogged pores and hasten- 
ing involution... Desitin Acne Cream, 
as part of a carefully prescribed regimen, 
helps prevent permanent scarring. 


Invites Regular Use: Fiesh-tinted, quick-drying, 
cosmetically elegant. Pleasant to use, greaseless. 
Combines colloidal sulfur, resorcinol, zinc oxide and 
hexachlorophene. 


write for samples and reprints 


DESITIN CHEMICAL COMPANY 


-. | DESITIN SOAP... Ideal for A Providence 4, R. I. 
\ cleansing teen-agers’ skin. 812 Branch 


i i 1. Bleiberg, J.: J. Med, Soc, New Jersey, Aug. 1957. 
Nsccsnsasacnisesiacidesecibice : 2. Weissberg, G.: Clinical Medicine, Feb. 1958. 
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Technical Exhibits — In Print 


Abbott Laboratories Geigy Pharmaceuticals—Hygroton A-16 
Selsun; Iberol Facing A-16-17 Butazolidin at eee A-119 
Enduron ......... . A-99-100-101-102 Tofranil A-171 

American Meat Institute A-146 Hyland Laboratories—FI-Test A-140 

Ames Company, Inc. Irwin, Neisler & Company 
Combistix . A-33 Rynatan; Rynatuss A-142-143 

Armour Pharmaceutical Company Lakeside Laboratories, Inc. 

Pentritol . A-131 Mercuhydrin; A-9% 
Bard-Parker Company, Inc. Dactil-OB ae A-97 

Rib-Back Blades A-124 Lederle Laboratories 
Bristol Laboratories, Inc.—Salutensin A-127 Pronemia es =. A-47 
Burroughs Wellcome & Company, Inc. Gevrestin ~4-65-139-156 

Cortisporin . A-27 Declomycin A-87-88-89-90-91-92-93.94 

Empirin . A-125 Declostatin A-103 

A-157 Pathibamate A-110-111 
Carnation Company Aristocort Facing A-134-135; A-135 

Instant Milk .. A-168 Gevral A-147 
Ciba Pharmaceutical Products, Inc. Immunologic Agents A-161 

Serpasil-Esidrix A-41 Filibon aS A-166 

Serpasil ..... A-51 Leeming, Thos.. & Company 

Serpasil- Apresoline A-167 Metamine A-117 

Esidrix-K Fourth Cover Lilly, Eli, & Company—TIlosone A5 
Davies, Rose & Company, Ltd. Lloyd Brothers, Inc. 

Quinidine A-28 Doxidan ..... A-25 
Desitin Chemical C ompany McNeil Laboratories, Inc. 

Acne Cream A-179 Parafon . A-29 
Eastman Kodak Company Facing A-102-103 Tylenol A-84 
Eaton Laboratories Butisol A-138 

Furadantin : A-52-53 Mead Johnson & Company 
Endo Laboratories, Inc. Metrecal A-22-23 

Coumadin : A-95 Vi-Sol A-40; Facing A-40-41 

Percodan A-141 Peri-Colace A-144-145 
Fleet, C. B., Company, Inc. Tacaryl A-158-159 

Enema .... A-68 Natalins A-169 

Theophylline | A-175 Vasodilan A-182 


NEW FACTS ABOUT CONTROLLING 


PAIN AND COUGH 


New Comprehensive Supplement to ‘Codeine 
Today’ Highlights Newest Data on One of Med- 
icine’s Most Useful but Underestimated Drugs 


Just 20 minutes reading will review 
for you essential clinical findings 


on the use of Codeine. New supple- SEND 
ment presents concise quotes by FOR YOUR 
today’s authorities on the use of FREE COPY 
codeine in conditions from the com- TODAY 


mon cold to sickle cell disease. Tells 
when to use, how to use and where 
to use this versatile drug. Supple- 
ment is attached to ‘Codeine To- 
day’ which reviews 1957-1958 data. 


This information is of in- 


IQGO 


supplement. 


PHYSICIAN'S NAME AND ADDRESS 


terest to practically every 4 x 


practitioner. Bibliography MERCK 
now totals more than 80 c 


references. 


A-180 


MERCK & CO., INC., Medicinal Products Department 
Rahway, New Jersey 


Please send me____copies of Codeine Today with new 7-page 
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Technical Exhibits— Continued 


Merck & Co., Inc.—Codeine A-180 
Merck Sharp & Dohme, Div. Merck & Co., Inc. 
Decadron Second Cover; Third Cover 
Decaspray A-8-9 
Diupres A-70-71 
Striatran A-98 
Aramine A-162-163 
Merrell, Wn. S., Company 
MER/2 A-104-105 
Mulford Colloid Laboratories 
Anergex A-14 


Mutual Benefit Life Insurance Company, The A-151 
Parke, Davis & Company 


Zarontin A-21 
Adroyd : A-45 
Benadryl A-74-75 
Carbrital A-B5 
Dilantin A-113 
Myadec A-137 
Norlutin A-148-149 
Ambeny! A-154-155 
Thera-Combex A-173 
Pfizer Laboratories, Div. Chas. Pfizer & Co., Ine. 
Moderil A-77 
Bonine A-83 
Urobiotic A-109 
Cosa-Terramycin Facing A-166-167 
Pitman-Moore Company—Novahistine A-10 
Purdue Frederick Company, The 
Pre-Mens ... A-12 
Senokot . A-13 
Riker Laboratories, | Inc.—Ulo A-7 
Titralac .. A-69 
Disipal A-136 
Dorbane A-177 
Robins, A. H.. Ge, Inc.—NaClex A-34-35 
Donnazyme A-55 
Phenaphen with Codeine A-107 
Adabee _. A-129 
Roche Laboratories, Div. Hoffmann-LaRoche, Inc. 
Noludar A-115 
Roerig, J. B., and Company—Antivert A-43 
Sanborn Company—Vi iso-Cardiette A-54 
Sandoz Pharmaceuticals—Mellaril A-36-37 
Saunders, W. B., Company 
Medical Books A-15 
Searle, G. D., & Co.—Lomotil . A-l 
Sherman Laboratories 
Protamide .... A-32 
Smith-Dorsey, Div. The Wander Company 
Ursinus A-66-67 
Kanulase : A-133 
Tussaminic . A-164-165 


Squibb, E. R., & Sons, Div. Mathieson Chem. eine 
Raudixin A-19 
Strasenburgh, R. Company 


Biphetamine; lonamin A-38-39 
Sunkist Growers—Bioflavonoids A-76 
Upjohn Company, The 

Panalba KM .. ... A-81-160 
Wallace Laboratories, Div. Carter Products, Inc. 

Miluretic ..... A-30-31 

Miltown ... A-72; Facing A-72 

Soma Compound Facing A-73; A-73 

Milpath . 

Deprol A-120-121 

Meprospan A-150 

Soma . _A- 152-153 
Warner-Chilcott Laboratories 

Jiv. Warner-Lambert Pharmaceutical Co. 

Pyridium; Mandelamine ... .A-122-123 
Warren-Teed Products eaten The 

Kaon A-112 
Winthrop Laboratories 

Biosynephrine A-2 
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YOUR 


FINANCES 


FINANCIAL PLANNING 


@ To help our subscribers lay 
a firm foundation for a secure 
financial future, PosTGRADUATE 
MEDICINE is initiating, on re- 
quest of many readers, a series 
of articles, ‘‘Your Finances,”’ 


FOR THE 
MEDICAL 
PRACTITIONER 


with the January 1961 issue. 


While hardly a foolproof 
guide to financial success, the 
articles will be valuable in help- 
ing you to better understand 
many aspects of finance, writ- 
ten especially with you the 


doctor in mind. 


SUBJECTS WILL INCLUDE: 


e ‘‘Setting Up a Portfolio”’ 


e@ “Which Mutual Fund for 
You?”’ 


e ‘‘Guaranteed Income 
Without Risk’ 


e “Evaluating Common Stocks”’ 


and many others. 


Don’t miss this informative 
feature in every monthly issue 
of PosSTGRADUATE MEDICINE, 
starting with the January 1961 
issue. 


~ 


| 
— 
| 
| | 
| 
| 
+ 
A-181 


lsoxsuprine hydrochloride, Mead Johnson 


relieves uterine spasm and hypermotility by direct relaxant action on uterine muscle* 
proved effective clinically with a low incidence of side effects* 


dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 tablets) three or four times daily 24 to 72 hours prior to 
expected onset of menstruation. Continue until pain has been averted. 


supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls (5 mg./cc.) for intramuscular use, boxes of 6. 


*Voulgaris, D. M.: Obst. & Gynec. 75:220-222 (Feb.) 1960. 
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Mead Johnson 


Symbol of service in medicine 
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REMISSION 
ARTHRITIC 


n rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
vith a four-year history of arthritis was started on Decaoron, 0.75 mg./ 
ay, to control severe symptoms. After a year of therapy with 0.5 to 


5 mg. daily doses of Decapron, she has had no side effects and dia 
etes has not been exacerbated. She is in clinical remission.” 


w convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided b 
ECADRON allows for i. maintenance dosage in man 
Acute manifestat 


y patients with so-called ‘‘chronic’’ cond 
s should first be brought under control with a t.i.d. or q.i.d. schedule 
plied: As 0.75 mg. and ( ms cored, pentagon-shaped tablets in bottles of 100. Also available 
ection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
request. DECADRON is a trademark of Merck & Co., In 


TREATS MORE PATIENTS MORE EFFECTIVELY | 


0 MERCK SHARP & DOHME -« Division of Merck & Co., Inc., West Point, Pa. 
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a clinical investigator's report to Merck Sharp & Dohme. ; ¢ 
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benefits 

edema, 
benefits 
hypertension 
plus 
prote ction 


Photos used with permission of the patient. 


NEW 


ESIDRIX- 


New ESIDRIX-K provides all the oral diuretic-antihypertensive advantages of ESIDRIX, plus a 
generous potassium supplement. ESIDRIX produces marked excretion of salt and water in 
edematous patients, and in many hypertensive patients significantiy reduces blood pressure, 
alone or with other antihypertensive drugs. Potassium excretion is minimal, and the built-in K 
supplement further helps eliminate problems due to potassium loss. Three ESIDRIX-K tablets 
provide potassium equivalent to one quart of fresh orange juice; ESIDRIX-K is coated to pre- 
vent gastric irritation. 


patient with congestive heart failure; ascites 
and 4+ edema to the knee 


Complete information sent on request. 
Supplied: Esidrix-K Tablets (white, coated), each containing 25 mg. Esidrix and 500 mg. potassium chloride. 
Esidrix Tablets, 25 mg. (pink, scored) and 50 mg. (yellow, scored). 


Esidrix-K is especially indicated for patients in whom even moderate potassium loss 

can cause complications, or those whose condition predisposes to hypokalemia. a 

Among candidates for Esidrix-K are patients taking digitalis for congestive heart .- if B A 
failure, those with renal or liver disease, those under long-term treatment, and those 
on salt-restricted diets. 


SUMMIT, NEW JERSEY 


ESIDRIX® (hydrochlorothiazide CIBA) 2/2841mK-2 
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